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Roques, P.: Three Cases of Submaxillary Lithiasis 
(Trois observations de lithiase sous-maxillaire). 
Bull. et mém. Soc. nat. de chir., 1933, lix, 1386. 


The cases of submaxillary lithiasis reported by 
Roques were those of three men thirty-two, thirty- 
five and thirty-three years of age. 

In the first case the patient was admitted to the 
hospital because of a painless tumor in the left sub- 
maxillary region. On its removal under local anes- 
thesia, the mass was found to be a very hard gland, 
but the calculus was not discovered at that time. A 
month later the calculus was removed through an 
incision in the floor of the mouth. 

In the second and third cases the calculus was 
found on roentgen examination. It was removed in 
the third case, but not in the second. In the third 
case there was a superimposed acute infection. 

Following a discussion of these cases the technique 
of demonstrating calculi in Wharton’s duct by X-ray 
examination is described. Marsu W. Poorer, M.D. 


EYE 


Gifford, S. R., and Barth, E. E.: Visual Sensation 
Produced by Roentgen and Radium Rays. Arch. 
Ophth., 1934, xi, 81. 

The authors review the literature and their own in- 
vestigations on visual sensation produced by roent- 
gen and radium rays and draw the following conclu- 
sions: 

1. The roentgen and radium rays are visible to the 
dark-adapted eye. 

2. There is a difference in their visibility in that 
the roentgen rays may be localized accurately and 
small radiopaque objects may be recognized in their 
light. The radium rays produce only a vague lumi- 
nous sensation which cannot be correctly localized. 

3. Examination of vision by means of roentgen 
rays gives some information as to the function of the 
peripheral retina in persons with opaque media. 
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However, it does not aid in judging macular function, 
and in certain patients the results are unreliable. 
4. Especially if the lenses are clear, care must be 
taken to avoid injury to the eyes, and not more than 
from 1o to 15 ma. of current should be employed 
for a period of not more than three minutes. In 
patients with cataract this amount may be exceeded. 
5. It seems probable that the sensation produced 
by roentgen rays is due to a direct photochemical 
effect on the rods. Leste L. McCoy, M.D. 


Gonin, J.: The Evolution of Ideas Concerning 
Retinal Detachment Within the Last Five 
Years. Brit. J. Ophth., 1933, xvii, 720. 


The following five factors are considered by Gonin 
to be of special importance in a general considera- 
tion of retinal detachment: 

1. The frequency of holes or tears detected in the 
detached retina. The more experienced the ob- 
server the higher the percentage of tears found. 
Patience and intensive study may be necessary to 
discover the tear, especially if it is very small, quite 
peripheral, or concealed behind vitreous or lenticular 
opacities. Many ophthalmologists have reported 
finding the tear in as high as go per cent of their 
cases of retinal detachment. 

2. The presence of holes or tears in the beginning, 
and extension of the detachment. Although all ob- 
servers have admitted the frequent occurrence of a 
hole, some have maintained that the hole is the re- 
sult rather than the cause of the detachment. This 
view the author believes is untenable on both theo- 
retical and practical grounds. ‘The rents are found 
more often in recent than in old detachments and 
may be seen even before separation of the retina 
and choroid has occurred. On the other hand, retinal 
detachments in cases of choroidal tumor and due to 
subretinal fluid, as in pregnancy, are usually unac- 
companied by a tear. The author’s demonstration 
that the sealing of the hole by the cautery causes 
permanent re-attachment is cited as final proof that 
the tear is the cause of the detachment. 
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3. The cause and mechanism of the formation of 
holes. The vitreous probably plays an important 
role in the production of the detachment, chiefly 
through a shrinking process. While the presence of 
one or more holes is necessary for loose detachment, 
previous or subsequent alterations of the vitreous 
body allow these holes to become the starting point 
of progressive detachment. Because of staining dif- 
ficulties, vitreous changes are difficult to demon- 
strate. An atrophic hole in the retina due to high 
myopia or a traumatic hole will not result in retinal 
separation unless the vitreous change occurs. 

4. The conditions of successful treatment. Up 
to a few years ago forty methods of treatment were 
based on release of the subretinal fluid, and eighty 
techniques for the production of adhesions between 
retina and choroid had been tried. Although good 
results were obtained in some cases and poor results 
in others, the reason for success or failure was never 
known. Closure of the tear is essential to the success 
of operation and the tear should be incorporated 
directly or indirectly in the scar. When this is im- 
possible, as in large disinsertions, a barrier or line 
of adhesions must be produced to prevent advance- 
ment toward the center of the retina. 

5. The best way to meet the requirements of 
successful treatment. The Paquelin cautery was the 
first means used by the author to seal the holes. It 
produces larger areas of cicatrization than the gal- 
vanocautery and as a rule yields the desired result 
with fewer punctures. Secondary tears reported 
after the use of the thermocautery are probably due 
to improper technique. The author has not ob- 
served them. Disadvantages of the method include 
the risk of hemorrhage into the vitreous at the time 
of operation or later and the difficulty or impossibil- 
ity of making more than one or two punctures at the 
same sitting, this necessitating two or three opera- 
tions in cases of very large holes and those in which 
the localization has been uncertain. In cases of the 
latter type chemical cauterization with potash after 
a series of trephine holes have been made has some 
advantage, but it is a very long and tedious opera- 
tion without uniformly good results. During the 
past three years there have been introduced various 
methods for sealing the retinal tear by utilizing the 
coagulating power of the high-frequency current 
either through the unperforated sclera by means 
of a ball-shaped electrode or by means of needle 
electrodes made to penetrate through the sclera 
to the choroid and retina. The author believes that 
it is still too early for final judgment of these 
methods. He states that each case should be studied 
individually and treated by the method best adapted 
to its needs. Exact localization of the tear is essen- 


tialin any method. Wrtttam A. MANN, Jr., M.D. 
Magitot, A.: The Subretinal Fluid in Idiopathic 


Detachment of the Retina. 

xi, 159. 
There has been a difference of opinion as to the 
origin of the fluid beneath or between the layers of 
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the retina in cases of retinal separation. Leber 
claims that this fluid has the same characteristics as 
the vitreous, whereas others insist that its albumi- 
nous character proves it to be an exudate. 

Subretinal fluid obtained at operation for retinal 
detachment was examined by the author in a series 
of cases. Relatively large amounts of albumin were 
found. In general, the quantity was less in recent 
cases than in those of long standing, but there seems 
to be no exact rule governing this relationship. A 
high albumin content was usually accompanied by 
a yellowish tinge. In some cases the albumin cun- 
tent was greater than that of blood serum. | he 
xanthic tinge was probably due to old hemorrhages 
or a leakage of blood. The amount of dextrose varied 
widely and was relatively small when the glycolytic 
function of the retina was preserved. Therefore the 
percentage of sugar may be considered an index of 
the functional state of the retina and permits a prog- 
nosis with regard to retinal function after surgical 
intervention. The amount of chlorides was found 
to be variable and to bear no relationship to the 
amount of albumin. 

In chemical composition the retinal fluid resem- 
bles an exudate, but the fact that at times it may 
contain more albumin and more sugar than the 
blood serum indicates that it is not a simple exudate. 
Pathological findings show that the high content of 
solids is due to the products of cell disintegration. 
The author believes that the fluid has its origin in 
the retina and not in the choroid (which is usually 
normal) and not in the vitreous, as contended by 
Gonin. A. Mann, Jr., M.D. 


Operative Treatment of Retinal 
Arch. 


Knapp, A.: 
Detachment with Electrocoagulation. 
Ophth., 1933, X, 733- 


After a year’s experience in the treatment of 
retinal detachment by ignipuncture according to the 
method of Gonin and another year’s experience in 
its treatment by the trephination and cauterization 
method of Guist and Lindner, Knapp reports the 
results in twelve cases operated upon during the pust 
year by the newer diathermy method. The disad- 
vantages of ignipuncture are chiefly the limited 
applicability of the method, loss of vitreous, destruc- 
tion of retinal tissue, and late hemorrhage. || re- 
phination followed by cauterization with potassium 
hydroxide has proved less dangerous, but is an ex- 
tremely tedious and difficult procedure and asso- 
ciated with the possibility of choroidal perforation 
and intra-ocular hemorrhage. The diathermy meth- 
od, advocated by Weve, Larrson, and Safar, which 
has for its purpose the production of an adhesive 
choroiditis shutting off the retinal tear, is at present 
very popular. 

Of the twelve patients treated by the author by 
the diathermy method, eight recovered complete ly, 
two were benefited, and two were not benetited. 
Several had been operated upon previously by the 
Guist method. In the diathermy treatment the 
Safar electrodes were used. In the author’s opinion, 
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the diathermy method is the most successful method 
for the treatment of retinal detachment yet devised. 
As in all methods, preliminary study for exact 
localization of the tear is essential. When this is 
impossible, the only treatment is coagulation of a 
large area in the region where the detachment began. 
Under such circumstances the prognosis is always 
questionable. During the course of the operation 
the fundus may be inspected. 

In conclusion the author emphasizes that the dia- 
ihermy operation is a symptomatic operation, and 
much remains to be learned regarding the pathology 
and pathogenesis of retinal detachment. 

Wittram A. Mann, Jr., M.D. 


EAR 


Ruskin, S. L.: The Venous Circulation of the Pe- 
trous Bone and Its Clinical Significance. Ain. 
Otol., Rhinol. & Laryngol., 1933, xlii, 961. 


The author states that the venous pathways of the 
temporal bone play a leading réle in the dissemina- 
tion of infection from the tympanic cavity and the 
causation of intracranial complications. Early ex- 
tension of involvement of the venous system can be 
recognized clinically and should serve as a guide for 
early accurate intervention. The Gradenigo syn- 
drome should be considered a sign of venous en- 
gorgement of the group of tympanic veins emptying 
into the inferior petrosal sinus. The syndrome of 
temporomaxillary orbital pain, trismus, and oedema 
of the lower lid is of similar significance with the 
Gradenigo syndrome, but represents venous engorge- 
ment of the veins of the tympanic cavity draining 


anteriorly into the pterygoid plexus and middle 
meningeal vein. 

Early incision of the drum membrane and the in- 
duction of free bleeding from the middle ear afford 
relief from the symptoms and may prevent suppura- 


tion of the petrous pyramid. However, it will not 
relieve advanced involvement of the petrosa with 
suppuration and bone coalescence. 

In conclusion the author emphasizes that the 
orbital and trigeminal symptoms may be induced by 
mechanisms affecting the pterygoid and middle 
meningeal venous systems other than of petrosal 
origin, and must be carefully differentiated in order 
that unwarranted surgical invasion of the petrous 
bone may be avoided. James C. Braswett, M.D. 


NOSES AND SINUSES 


Watkins, A. B. K.: Notes on Nasal Plastic Surgery. 
J. Laryngol. & Otol., 1933, xlviii, 809. 


Watkins calls attention to the fact that fracture 
of the nasal bones is nearly always a bilateral frac- 
ture with rotation of both nasal bones around their 
vertical axes in the same direction. The treatment 
consists in simply rotating the nasal bones back to 
their original position. It is important to maintain 
this position during healing as there is a tendency 
for the deformity to recur. In discussing internal 
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and external pressure splints the author describes 
his modification of Carter’s splint and shows it in 
an illustration. « 

In making implants for the correction of saddle 
nose, Watkins uses autogenous rib grafts. He claims 
that they neither grow nor atrophy even if left 
mobile in subcutaneous tissue. Ordinary bone grafts 
are quite unsuitable because bone, unless fixed at 
one or both ends, undergoes atrophy. The author 
emphasizes the necessity for a columellar graft in 
— to the dorsal implant to insure a good 
result. 


He describes the dermo-epidermic suture which 
he uses to reproduce the normal groove between 
the cheek and nose in repair in the alar region. The 
sutures are inserted so that the epidermis of the 
cheek is in contact with the deeper layers of the 
dermis of the ala. 

When large areas in the region of the nose must 
be excised, simple suture of the defect may produce 
considerable deformity and asymmetry. ‘To cor- 
rect these sequele it is necessary to use ingenuity 
in mapping out sliding flaps from the edge of the 
defect. The author shows his procedure by means 
of drawings and photographs. 

Massive defects must be repaired by pedicled 
tube grafts. Grafts from the neck cause trouble be- 
cause of weight and traction. The author.therefore 
uses tube grafts from the cheek and replaces the 
resulting cheek defect by an immediate Wolfe graft 
applied with the use of a pressure splint. 

James C. Braswe tt, M.D. 


Seydell, E. M.: Fibro-Epithelial Tumors of the 
Nose (Papillomata) and Their Relationship to 
oa Ann. Otol., Rhinol. & Laryngol., 1933, 
xlii, 1081. 


Fibro-epithelial tumors of the nose are rare. In 
a review of the literature up to 1929 the reports of 
only sixty cases were found. The author believes it 
possible that the tumors are often mistaken for 
polypi or other benign growths or for carcinoma and 
therefore are not reported properly. 

Fibro-epithelial growths arise as solitary or multi- 
ple tumors varying in size, form, and consistency. 
They occur most commonly in the vestibule of the 
nose on the anterior portion of the septum. They 
may arise in the posterior or superior portions of the 
nasal cavities, especially from the middle turbinal and 
ethmoid regions. Very rarely they occur as primary 
growths in the paranasal sinuses. They are com- 
posed of both epithelium and vascular connective 
tissue. The supporting tissue is sharply demarcated 
from the epithelium covering it. The cause of these 
tumors is not definitely known. The neoplasms re- 
semble ordinary polypi except that they are a deeper 
red and of firmer consistency. In some instances 
they appear as a series of deep folds in the mucous 
membrane, while in others they appear as cauli- 
flower growths. 

The symptoms are rarely severe. Nasal breathing 
may gradually become impaired. Secondary sinus 
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infection occurs when nasal obstruction is present. 
Nasal hemorrhages are infrequent. Broadening of 
the root of the nose due to distention or destruction 
of the nasal bone has been reported. 

A diagnosis of nasal papillomata cannot be made 
on the basis of the macroscopic appearance of the 
tumors. The neoplasms may resemble ordinary 
polypi very closely. Slow growth and absence of 
symptoms and metastases suggest that the tumor is 
benign, but cannot be relied upon as a diagnostic 
criterion. In cases of typical fibro-epithelial tumors 
and those in which frank malignancy is present, 
there should not be much difficulty in making a 
diagnosis by biopsy. 

When not interfered with, fibro-epithelial tumors 
slowly increase in size. Some develop into large 
tumors, while others spread over a considerable 
portion of the nostril without forming a large tumor 
mass. Destruction of tissue and bone has been fre- 
quently observed, and in a number of cases the 
papilloma has invaded one of the sinuses. Thus the 
dura may be laid bare with resulting meningitis. 
The prognosis is more favorable if the tumor is 
solitary and if it is located in the anterior half of the 
nose. When the tumors are removed with a snare 
or punch, they usually recur, frequently within a few 
months, and the secondary growth often attains a 
much larger size than the parent growth. These 
recurrences if removed will likewise return. When 
solitary tumors are found, removal of the growth 
with as much of its base as possible should be done. 
The tissues from which the tumor sprang should be 
destroyed with a galvanocautery or by diathermy. 
Roentgen-ray and radium irradiation have proved to 

_be of great value. 

In cases of multiple tumors, removal of all patho- 
logical tissue to the bone or cartilage should be done 
and followed by X-ray or radium therapy. If the 
sinuses are involved, external radical sinus surgery 
is indicated. In the atypical or questionable cases 
it is advisable to destroy the tumor by diathermy 
followed by X-ray or radium irradiation. 

MANUEL E. Licutenstetn, M.D. 


MOUTH 


Duhail, M. P.: Noma Treated Early by Thermo- 
cauterization and Anti-Gangrene Serum Ther- 
apy. Cure (Noma traité précocement par thermo- 
cautérisation et sérothérapie antigangréneuse. Guér- 
ison). Bull. et mém. Soc. de chirurgiens de Par., 1933, 
Xxv, 620. 


The case reported was that of an infant six months 
old. The condition followed trauma of the upper 
gum margin which occurred when the infant’s 
mother applied a lump of sugar at the site of erup- 
tion of a tooth. It was characterized by high fever, 
marked prostration, and an area of gangrene in the 
mouth. Immediate thermocauterization of the af- 
fected region was done, the entire diseased area being 
debrided. A sponge soaked with anti-gangrene 
serum was then introduced into the wound and re- 
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placed daily for a few days, and subcutaneous injec- 
tions of the serum in doses of 5 c.cm. were given 
for a number of days. Eventually the infant made 
a good recovery with very slight residual deformity. 
The author emphasizes the well-known fact that 
noma is most apt to occur in poorly nourished ajc 
debilitated persons following small bruises and trai 
mata in the mouth. As prophylaxis, he advises cai 
terization of all sores and ulcers of the mouth with 
trichloracetic acid. This, he believes, will abort many 
serious mouth infections. Joun W. Epron, M.D. 


Eggers, C.: Cancer of the Mouth. 
1934, XCix, 69. 

In discussing various plans of treatment of cancer 
of the mouth, Eggers emphasizes that no one method 
is applicable to all cases. 

Since invasion of the neck nodes by carcinoma 
very materially diminishes the chances of cure, t/ie 
aim should be to remove the lymphatic draina,:e 
area together with the primary lesion unless this is 
contra-indicated or the primary lesion is in the very 
early stages and of a low grade of malignancy. 

In certain small lesions in which lymph-noile 
involvement of the neck usually occurs quite late aid 
in early lesions of the cheek, palate, or gums, an 
application of radium or a wedge-shaped excision 
may be sufficient, but in the more extensive |ip 
lesions wide excision of the primary tumor and block 
dissection of the neck are indicated. If the lesion 
is definitely unilateral, a unilateral neck dissection is 
sufficient, but if the lesion is situated in the median 
line, bilateral dissection should be done. 

In cases of cancer of the tongue and the floor of the 
mouth, it is best to proceed more radically and the 
rules for removal of the lymphatics are the same as 
in the treatment of cancer elsewhere. Regardless of 
the type of treatment of a primary lesion, the lymph 
nodes of the neck should be removed on both sides. 
At the first operation the author usually performs 
a block dissection and ligates the lingual artery on 
the affected side. As soon as the wound has healed 
he operates on the other side and at the same session 
extirpates the mouth lesion or he merely removes 
the mouth lesion with the electrocautery knife and 
defers the block dissection on the other side to a 
later date. He states that bilateral neck dissection 
in one sitting is a severe strain on the patient and 
should be done only in well-selected cases. 

James Barrett Brown, M.D. 


Ann. Surg, 


Lund, C. C.: Second Primary Cancer in Cases of 
Cancer of the Buccal Mucosa. A Mathematical 
Study of Susceptibility to Cancer. New Evig- 
land J. Med., 1933, ccix, 1144. 


Lund cites the conclusion drawn recently |y 
Warren and Gates from a study of autopsy material 
that 2 independent cancers in the same patient «re 
found about 4 times as often as can be accounted for 
by chance. This incidence is the gross incidence 
based on all types and locations of cancer. Lud 
made a similar study, but approached the problem 
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from the clinical point of view and limited his in- 
vestigation to one variety of carcinoma. 

Statistical evidence in a series of 1,548 cases of 
buccal carcinoma indicated that the development 
of a second carcinoma of the mouth is about 15 
times as common as it would be if chance were the 
only factor. 

It showed also that the development of cancer of 
some other organ is about twice as common as it is 
in the population of the same age and sex. 

The author suggests that the ratio between the 
increased tendency to new cancer in general and 
the much greater increased tendency to new local 
cancer may indicate the relative importance be- 
tween general factors, such as heredity, and local 
factors, such as irritation, in the causation of buccal 
cancer. 

In conclusion he says that the frequent occurrence 
of second cancers must be kept in mind because 
when a second cancer is given proper treatment the 
prognosis with regard to this lesion is as good as 
that of the first cancer and much better than that of 
recurrences. James BARRETT Brown, M.D. 


Wardill, W. E. M.: Cleft Palate. Brit. J. Surg., 1933, 
xxi, 347: 


The author gives a brief description of the mecha- 
nism of speech, stressing the importance of the mus- 
cles which are brought into play and Passavant’s 
cushion. He then describes the operation of pha- 
ryngoplasty which has for its object the construction 
of an artificial but exaggerated cushion of Passavant 
on the posterior pharyngeal wall. This is accom- 
plished under intratracheal nitrous oxide-oxygen 
and ether anesthesia. On the postpharyngeal wall 
a transverse incision passing through the superior 
constrictor muscle is made and sutured in a vertical 
direction. At the same sitting the palate is repaired 
if the patient’s condition is satisfactory. This is 
accomplished by raising mucoperiosteal flaps through 
lateral incisions in the palate close to the alveolar 
margin. The hamular process is completely divided 
on each side and the soft palate separated from the 
posterior edges of the hard palate. The edges of 
the cleft are pared and sutured together. The nasal 
mucous membrane is sutured with fine catgut, but 
for the undersurface of the soft palate and muco- 
periosteum of the hard palate fine silkworm sutures 
are used. 

In seventy-two cases operated upon by the author 
there were three deaths, a mortality of 4.1 per cent. 
The deaths were due, not to inherent defects in the 
operation, but to avoidable accidents. 

In a consideration of the results of the operation 
there are two criteria of success: first, restoration of 
the palatopharyngeal valve, and second, restoration 
of normal speech. Several simple tests to determine 
the existence of a competent palatopharyngeal valve 
are described. Of the fifty-five patients traced by 
the author, nineteen had a competent palatopharyn- 
geal valve and therefore the functional physiological 
mechanism of normal speech; thirteen were able to 
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speak without any cleft-palate stigma; six had neither 
normal speech nor a physiologically competent 
valve; and seventeen were too young to test or were 
operated upon too recently for judgment of their 
speech. 

The prognosis after operation depends largely 
upon the age at which the operation is done. The 
best results may be expected when the operation is 
performed during infancy. When the operation is 
done after the stage at which speech has been ac- 
quired the prognosis takes on an entirely different 
aspect. Acuity of hearing, a certain amount of in- 
telligence, and above all, ambition, are necessary for 
complete success. 

Proper speech training is of great importance, 
but there must be close coéperation between the 
surgeon and the trainer. When the operation is 
completed after speech has begun, the training is 
much more complicated. Although speech training 
will cause marked improvement, it will never produce 
perfect speech. The type of cleft present has no in- 
fluence on the type of speech adopted. 

A large number of patients who have had the 
palate repaired lack a functional valve and therefore 
have poor speech. Pharyngoplasty performed on 
such patients is capable of restoring a valvular 
mechanism and in the right type of case causes 
marked improvement in speech. The palate may be 
lengthened by paring the free edges of the posterior 
pillars of the fauces and suturing in the midline. 
In certain cases this procedure results in consider- 
able improvement. Wittram G. Ham, M.D. 


Casella, E.: Contribution to the Study of Palatine 
Fissures and Harelip (Contribucion al estudio de 
las fisuras palatinas y labio leporino). Kev. méd. 
Lat.-Am., 1933, Xix, 119. 


The author reviews in considerable detail the em- 
bryology, anatomy, and physiology of the palate. 
Factors present during fetal life result in failure of 
fusion of the maxillary process with the nasofrontal 
process which causes a cleft. Faulty fusion of any 
other component of the superior maxilla may also 
result in a fissure (macrostomia, facial coloboma). 
Photographs from Veau’s work are shown to illus- 
trate varying degrees of harelip and cleft palate. 

Treatment should be given early as the condition 
interferes with nursing, mastication, deglutition, 
and phonation. It may be surgical or prosthetic or 
both. Speech training is important. The author 
reports the findings of his study of the psychic effects 
of the deforniities on his patients. 

‘The article contains drawings and photographs of 
patients and museum specimens. Among them is 
the picture of the skull of a three-year-old calf with a 
wide cleft palate. There is a bibliography of thirty 
references. T. W. Stevenson, Jr., M.D. 


Hall, I. S.: Progressive Ulcerative Reticulosis of the 
Palate. J. Laryngol. & Otol., 1934, xlix, 35. 


The author reports a peculiar type of ulceration 
of the palate which progressed to a fatal termination. 
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The patient was a woman thirty-two years old, the 
mother of six healthy children. Her illness began 
with a sore throat eight weeks before her admission 
to the hospital. Soon thereafter she noticed a small 
swelling on the hard palate. Later this softened and 
became ulcerated. 

On examination, a perforation of the hard palate 
was discovered. A three weeks’ course of anti- 
syphilitic treatment, which was given although the 
Wassermann reaction was persistently negative, 
resulted in no improvement. The ulcer had no defi- 
nite characteristics and was not accompanied by 
enlargement of the lymph nodes. Urine examination 
was negative, and there appeared to be no visceral 
disease. Examination of the blood showed a leuco- 
penia with a persistently high polymorphonuclear 
leucocyte count and slight secondary anemia. Bi- 
opsy disclosed no evidence of carcinoma or tubercu- 
losis and failed to yield the criteria of a newgrowth. 
Radiotherapy was without beneficial effect. The 
ulcer enlarged progressively, an erythematous, pain- 
less swelling appeared over the bridge of the nose, 
and shortly before death small bulle and nodules 
with necrotic centers which involved the whole 
thickness of the skin and on bursting evacuated a 
few drops of serous fluid appeared on the skin of the 
thorax and in the groin. 

Postmortem examination showed, in addition to 
the local and cutaneous lesions observed clinically, a 
septic leptomeningitis due to extension through the 
right cribriform lamina, pulmonary congestion and 
cedema, and several small white, firm nodules in the 
pulmonary parenchyma and the renal cortex. His- 
tological examination of the epidermis and of the 
nodules in the kidneys and lungs showed infiltration 
by cells of a primitive type in which there were 
numerous mitotic figures. As there was no evidence 
of lymph-node involvement, the dissemination 
probably occurred by way of the blood stream. 

Thirteen cases collected from the literature are 
reviewed. 

The cause of the ulceration is unknown. The con- 
dition is not familial and does not follow trauma. It 
begins as a localized swelling, usually on the roof of 
the mouth. Later there is progressive ulceration 
with perforation of the palate and destruction of the 
septum and the conchal and nasal boundaries. Pain 
is unusual. 

Only rarely is the progress of the ulceration 
checked even temporarily. The duration of life 
varies from four months to two years. All drug 
therapy has proved inefficacious. The only treat- 
ment that seems to be of any value is deep X-ray or 
radium irradiation. G. Hamm, M.D. 


Davis, A. D.: Palatoplasty Using Extra-Oral Tis- 
sues. Ann. Surg., 1934, xcix, 94. 


Flaps from the forehead, pharyngeal flaps, flaps 
from the arm similar to those used in Italian rhino- 
plasty, transplanted fingers, nasolabial flaps, and 
flaps from the neck and chest have been used to close 
palatal defects. The methods are subjected to criti- 
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cism by those who advocate prostheses or use closure 
by intra-oral tissue. The method of choice should 
produce a velum flexible enough to permit free 
movement and long enough to allow closure of the 
oropharynx by the dorsum of the tongue, should 
provide a nasal as well as an oral epithelialized sur 
face, and should not produce deformity. 

The author reports a case in which a tubed pedicle 
flap was used with considerable success. The tube 
was raised on the left side of the abdomen and after 
a time attached to the thenar eminence of the lef; 
hand, the arm being held in plaster. Next, the tube 
was released from the abdomen and attached to the 
freshened anterior edge of the defect. Three weeks 
later the hand was liberated and the stump of the 
tube attached to the posterior border of the defect. 
At this stage a Brophy reflectoscope and nasal fee« 
ing were used. Fat was then removed from one sic 
and the graft attached. Later, a similar procedure 
was done on the other side. The various steps in the 
operation are shown by eighteen photographs. 

Tuomas W. STEVENSON, M.D. 


NECK 


Lazarus, J. A., and Rosenthal, A. A.: Lateral Aber- 
rant Thyroid Glands. Ann. Surg., 1933, xcviii, 
1023. 


In 1906 Shrager defined an aberrant thyroid as « 
mass of tissue with the structure of a normal or 
pathological thyroid gland which is situated at some 
distance from the normal gland and has no con 
nection with it. 

The origin of lateral aberrant thyroids is still a 
moot question. The most plausible theory seems tv. 
be that advanced by Grosser, who maintains that 
these structures develop from clusters of cells arising 
from the posterior aspect of the fifth branchia! 
pouch. Seventy per cent of aberrant thyroids give 
rise to neoplasms of the papillary type. The other 
lesions are papillary adenocarcinomata, epithe 
liomata, alveolar carcinomata, and carcinomata. 
The tumor usually grows slowly and is subject to 
involutional changes such as cystic degeneration, 
hemorrhage, and calcification. It usually has « 
well-defined capsule. Although these tumors are 
found most frequently in the neck, they may occur 
also in the bones, pleura, pericardium, and ovaries 

Lateral aberrant thyroids must be differentiate: 
from: (1) carotid body tumors, (2) tuberculous 
glands, (3) branchial cysts, (4) Hodgkin’s disease, 
(5) secondary or metastatic carcinoma, (6) lympho 
sarcoma, (7) lymphatic leukemia, and (7) syphiliti 
glands. 

In cases in which complete extirpation is done 
the prognosis is good. If the growth is not remove:! 
it may undergo malignant changes. Complete 
extirpation of the aberrant tissue should be at 
tempted as incomplete removal is often followed b: 
recurrence. Operative procedures are difficult be 
cause of the close proximity: of the tumor to im 
portant vascular and nerve trunks. The capsul¢ 
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should be included in the extirpation. Following 
operation, X-ray treatment should be given in 
all cases. Howarp A. McKnicut, M.D. 


Cohen, M. H.: Leg Ulcers Due to Thyroid Dysfunc- 
tion. J. Am. M. Ass., 1934, cii, 283. 


A case of deep ulcerations of the lower extremities 
associated with myxcedema is reported. The ad- 
ministration of thyroid extract quickly healed ulcers 
that had persisted unchanged for six years. 

The cutaneous changes in thyroid diseases are not 
well understood. A relationship between circum- 
scribed myxoedema of the legs and leg ulcers of ob- 
scure etiology is suggested. Samuet Kaun, M.D. 


Brazier, M. A. B., and Grant, F. M.: The Relation 
of the Impedance-Angle Test for Thyrotoxi- 
cosis to Changes in the Basal Metabolism. 
Lancet, 1934, CCXXvi, 125. 


It has already been shown that the impedance 
angle is unaffected by the ingestion of food, exer- 
cise, or menstruation. 

In agreement with previous observations, the 
basal metabolic rate was found by the authors to be 
increased in the normal person by ephedrin, pilo- 
carpin, thyroid extract, and thyroxin, but not by 
atropin or iodine. Of these drugs, only thyroid ex- 
tract and thyroxin have an effect on the impedance 
angle. The authors therefore conclude that a change 
in the impedance angle is specific to a thyroid factor 
and is not affected by chemical stimulation of the 
autonomic system reacting on the basal metabolic 
rate. SAMUEL Kaan, M.D. 


Wallace, H. L., and Wevill, L. B.: Toxic Goiter: 
An Analysis of the Results of Surgical Treat- 
ment. Edinburgh M. J., 1933, xl, 598. 


This is a statistical analysis of 285 cases of toxic 
goiter treated by thyroidectomy at the Royal In- 
firmary, Edinburgh, in the period from 1922 to 1932. 
Follow-up information was not obtained in 34. 

There were 6 female patients to 1 male patient. 
The histological diagnosis was primary toxic or 
exophthalmic goiter in 146 cases and secondary toxic 
goiter in 117 cases. The primary toxic goiter was 
most frequent in the twenty-ninth year of age and 
the secondary toxic goiter in the fortieth year of 
age. In both sexes and both types of goiter the 
duration of the symptoms ranged from thirty-five 
to fifty months. The severity of the symptoms was 
not radically different in the 2 types of goiter. 

Subtotal thyroidectomy was done in 172 cases, 
lobectomy in 65, and removal of an adenoma in 21. 
In 21, miscellaneous operations were performed. 

Of the 187 patients followed up, about 75 per 
cent are now in good health and able to perform 
their usual duties. In 48 per cent of 125 cases the 
exophthalmos completely disappeared. Only 3 
patients showed evidence of 'myxcedema. ‘Three 
others showed symptoms of parathyroid tetany. 

Of the 285 patients, 35 (12.3 per cent) died as the 
direct result of operation. Paut Starr, M.D. 
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Schreiner, B. F., and Murphy, W. T.: Malignant 
Neoplasms of the Thyroid Gland. Ann. Surg., 
1934, XCix, 116. 

During a period of twenty years forty-two cases of 
malignant neoplasm of the thyroid gland have been 
recorded at the New York State Institute for the 
Study of Malignant Disease. These constituted 
0.37 per cent of all cases of malignancy recorded dur- 
ing that period. Coller, Clute, De Courcy, Balfour, 
Speese and Brown, and Simpson are quoted as giv- 
ing the incidence of malignancy in cases of thy- 
roidectomy at from 1.2 to 4 per cent. 

The average age incidence in the forty-two cases 
reviewed by the authors was fifty-two and six-tenths 
years. One patient was in the third decade, six were 
in the fourth, eight were in the fifth, nine were in the 
sixth, seven were in the seventh, ten were in the 
eighth, and one was in the ninth. The pathology of 
the tumors is discussed. 

In all of the forty-two cases there was a history of 
previous thyroid enlargement. The duration of this 
enlargement ranged from one month to forty years 
and averaged four and ninety-seven hundredths 
years. In the cases of eighteen patients with far ad- 
vanced malignancy biopsy was not done. Of four- 
teen of these who were treated by roentgen irradia- 
tion alone, eleven died within a year and two within 
two years. Of three who were treated by radium 
irradiation alone, two died within a few months and 
one is still living after four years. One patient who 
was treated by both roentgen and radium irradia- 
tion died in a few months, and one treated by roent- 
gen irradiation is living at the end of one year. 
Eighteen patients had been operated upon radically 
before their admission. Of these, twelve were treated 
by roentgen irradiation alone, four by radium ir- 
radiation alone, and two by both roentgen and ra- 
dium irradiation. Of the twelve treated by roentgen 
irradiation alone, two are alive after from one to two 
years, one is still living after four years, and one died 
after two years from cerebral hemorrhage. Of the 
remaining nine, seven died from the thyroid malig- 
nancy in less than a year and two after from three 
to four years. 

In the authors’ experience, malignancy of the 
thyroid is rare and usually fatal. The only curative 
procedure is early operation followed by irradiation. 
When clinical diagnosis of the condition is possible 
the case is usually hopeless and irradiation is only 
palliative. Paut Starr, M.D. 


Smith, L. W., Pool, E. H., and Olcott, C. T.: Malig- 
nant Disease of the Thyroid Gland. A Clinico- 
pathological Analysis of Fifty-Four Cases of 
Thyroid Malignancy. Am. J. Cancer, 1934, xx, 1. 


The authors report a study of 42 cases of thyroid 
malignancy treated at the New York Hospital in the 
past thirteen years, during which period there were 
approximately 100,000 admissions and 855 thyroid 
specimens were examined. They studied also 12 
specimens of thyroid malignancy from other sources. 
The ages of the patients ranged from twenty-two to 
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sixty-nine years and averaged forty-eight and eight- 
tenths years. Forty-one of the fifty-four patients 
were women. The previous existence of an adenoma 
was recognized as the essential factor in the develop- 
ment of the malignancy in 92.6 per cent of the cases. 

The tumors were of the following types: papillary 
adenocarcinoma, fetal adenocarcinoma, epidermoid 
carcinoma, giant-cell carcinoma, small round-cell 
carcinoma, and sarcoma. Each type is discussed in 
detail and shown by photomicrographs. 

A correct diagnosis is made before operation in 
only a small percentage of the cases as there are no 
clinical symptoms suggesting the nature of the 
tumor. The prognosis is definitely unfavorable. In 
the authors’ opinion irradiation is the treatment of 
choice. Surgery is of little avail after the tumor has 
invaded the capsule of the adenoma or the par- 
enchyma. M. Hersert Barker, M.D. 


Burger, H.: Associated Paralyses of the Vocal Cord. 
J. Laryngol. & Otol., 1934, xlix, 1. 


The author discusses the syndromes of Collet, 
Sicard, Jackson, Vernet, Schmidt, Avellis, Tapia, 
and Villaret and points out the fallacy of each. He 
contends that the classification should be based on 
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the situation of the malady. He suggests the follow- 
ing classification. 

A. Syndrome of the bulbar nerves. Paralyses of 
the vago-accessory of central and extra-medullar 
origin connected with those of neighboring nerves. 

B. The syndrome of the jugular foramen, thus 
named by Vernet. This includes only peripheral 
cases, inside and outside the skull. It is a defined 
malady with a definite diagnostic significance. Not 
all three nerves need be completely paralyzed. On 
the contrary, every affection in or near the jugular 
foramen belongs to this group. 

C. The syndrome of the parapharyngeal space. 
This is characterized by paralysis in the province of 
ninth, tenth, and twelfth cranial nerves and the 
sympathetic nerve. It is a low vagus paralysis, the 
situation of the malady being lower in the neck than 
in the syndrome of the jugular foramen. As a rule 
the eleventh cranial nerve and the palate are not 
involved. In some cases even the vagus may be 
unaffected. 

D. The vocal cord-diaphragm syndrome. This is 
a rare, simultaneous paralysis due to the compara- 
tive proximity of the nerves involved. 

Norman C. Buttock, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Bykov, K.: The Functional Relationship of the 
Cerebral Cortex to the Internal Organs (Funk- 
tioneller Zusammenhang der Hirnrinde mit den 
inneren Organen). Vestnik. Chir., 1932, |xxxii- 
Ixxxiv, 12. 


The author reviews experiments carried out in 
Pawlow’s school during recent years in a study of the 
conditioned reflexes of individual organs and of func- 
tions depending on many organs such, for example, 
as the function of the consumption of oxygen. From 
these studies three main problems arise: (1) the 
determination of the possibility of the development 
of conditioned reflexes affecting the kidneys, liver, 
and spleen and thereby explaining the relationship 
of these organs to the cortex of the brain; (2) the 
determination of the possibility of the development, 
on a function, of conditioned reflexes having their 
origin in irritations taking effect in the internal 
organs; and (3) the demonstration of the internal 
mechanism of the conditioned reflex activity of the 
internal organs or general functions such, for in- 
stance, as oxidation. : 

With regard to the first problem, the author states 
that he, Alexejev, and Berckmann have been able to 
show that when, in the case of a dog whose ureters 
have been brought to the surface of the body, the 
introduction of water into the stomach or rectum is 
followed by diuresis and this experiment is repeated 
from eight to fifteen times, the diuresis will occur 
later without the administration of water if the dog 
is again placed under the same conditions. They 
found also that if a certain sound is made at the time 
the water is introduced at first, the diuresis will be 
produced later merely by this sound without the in- 
troduction of water. This conditioned reflex occurs 
according to the law which was previously deter- 
mined to govern the reflex of the flow of saliva. It 
gradually weakens unless it is stimulated from time 
to time by the unconditioned reflex (the introduc- 
tion of water), and it is inhibited by other unusual 
reflexes. 

In the solution of the second problem the liver was 
selected as the “effector” organ, that is, the organ 
showing the effect (Ivanov). In a dog with a gall- 
bladder fistula, the flow of bile was considerably in- 
creased by the introduction of a 14 per cent solution 
of hydrochloric acid into the stomach. Later, the 
same result was obtained by the simulated introduc- 
tion of hydrochloric acid. The effect was slighter 
but sufficiently pronounced to demonstrate an in- 
tluence of the cerebral cortex on the secretion of bile 
by the liver. In experiments carried out by Rickl, 
a similar flow of bile was produced by the introduc- 


NERVOUS SYSTEM 


tion of sodium taurocholate or glychocholate into 
the blood stream. The stimulant used to excite the 
conditioned reflexes was the preparation for the in- 
jections or a certain sound. In investigations of the 
spleen, the author, working with GorSkov, made use 
of the subcutaneous displacement of the spleen. To 
produce an unconditioned reflex on the movements 
of the smooth musculature, a weak electrical stimu- 
lation of the lower extremities, just enough to cause 
pain, was used. If this was associated with a whistle, 
the whistle alone was sufficient later to cause the 
movements of the spleen. 

Gas metabolism was studied by Olnjanskaja. The 
basal metabolism was determined in a human sub- 
ject. The man then performed muscular work for 
two minutes, a metronome being set in action beside 
him. After from six to fifteen of such sittings the 
beats of the metronome without muscular work were - 
suflicient to drive the basal metabolism up to 100 
per cent. Other findings showed that the conditioned 
reflex caused increased oxidation in the tissues, es- 
pecially in the muscle tissue. Therefore a trophic 
action of the nervous system was proved. 

In attempting to solve the second problem, the 
author with Ivanov conducted the following exper- 
iments: 

With careful exclusion of all “extraceptive” 
stimulations, that is, stimulations perceptible to the 
sense organs, water was introduced through a gastric 
fistula into the stomach of a dog which had been 
subjected to gastrostomy. This caused a diuresis 
which could be measured as the urine was discharged 
from the ureters which had been made to open ex- 
ternally. A simulated introduction of water was 
then carried out, that is, the water introduced 
through the gastrostomy was withdrawn completely 
after a few minutes. In spite of this withdrawal, 
diuresis occurred again and followed a curve similar 
in all respects to that observed when the water was 
allowed to remain in the stomach. ‘Therefore the 
stimulation of the gastric mucous membrane had a 
conditioned reflex action on the renal secretion. The 
author terms such a stimulation “intraceptive.”’ He 
reports also experiments demonstrating the exist- 
ence of ‘‘muscle receptors,” “glandular receptors,”’ 
and especially “organ receptors.”’ 

All organs are supplied not only with centrifugal 
fibers through which they receive stimulation to 
activity from the nerve centers, but also centripetal 
connections along which they inform these centers of 
the status of their work. 

To the question whether every organ has its own 
localized, narrowly circumscribed centers in the 
brain or not, the author answers that there are no 
such centers. He believes that the cerebral cortex 
effects temporary connections between the various 
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extraceptive and intraceptive impulses as they are 
needed and passes these impulses on to the sympa- 
thetically innervated organ for which they are 
intended. 

The study of the internal mechanism of condi- 
tioned reflex activity presented the greatest diffi- 
culties. With Alexjev and Berckmann, the author 
was able to show that denervation of one kidney 
neither abolishes the previously set-up conditioned 
reflexes nor prevents the formation of new reflexes of 
that type. The conclusion is drawn that the centrif- 
ugal segment of the reflex arc is produced by the 
humoral route. It is thought that the centripetal 
stimulation transmitted to the brain is projected 
onto an endocrine gland (which one is not known), 
and that the product of this gland acts specifically 
on the kidney by way of the blood stream. 

The author discusses also recent experiments 
which suggest a chemical action in transmission of 
the nervous process, a chemical coérdination or 
reflex. 

The experiments and conclusions briefly reviewed 
may provide an explanation for many pathological 
and therapeutic phenomena. In addition to the 
direct unconditioned reflexes which act on the vari- 
ous organs, the action of the innumerable condi- 
tioned reflexes must always be borne in mind. Any 
form of treatment that is at all protracted is fol- 
lowed by the development of conditioned reflexes. 
This explains why, in addition to the details of the 
treatment, the influence of the personality of the 
physician on the patient is frequently of extraordi- 
nary importance in the outcome of a disease. 

N. Petrov (Z). 


Cahill, H. P.: The Modern Treatment of Brain 
Abscess. J. Am. M. Ass., 1934, Cii, 273. 


Cahill calls attention to the occurrence of aseptic 
venous sinus thrombosis extending to the torcular 
or even the cavernous sinus which may give rise to 
signs suggesting brain abscess. He cites two cases. 
He then briefly discusses the diagnosis of brain 
abscess and outlines the treatment. He prefers to 
trace the abscess along the pathway of infection 
from the otorhinological focus, and when abnormal 
dura or a sinus tract through the dura is found, to 
enter the abscess cavity at this point. He removes a 
cone of brain tissue and opens the capsule with the 
electrical knife and then empties the abscess and in- 
troduces a Mosher drain. Leo M. Davivorr, M.D. 


Laffitte, H.: Intracranial Pneumatocele (Pneuma- 
tocéle intra-cranienne). Bull. et mém. Soc. nat. de 
cnir., 1933, lix, 1390. 

The case reported was that of a man twenty-three 
years of age who attempted suicide by shooting. The 
bullet entered the right temporal region. The pa- 
tient was admitted to the hospital December 2, 1932, 
in coma. The bullet had traveled to a point under- 
neath the skin of the left temporal region. The pa- 
tient regained consciousness after a few hours and 
was discharged from the hospital on December 14. 
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For ten days his course at home was uneventful, but 
on December 27 he was returned to the hospital 
with paresis and exaggeration of the reflexes on the 
right side of the body. The spinal fluid was found 
to be under a manometric pressure (Claude) of 11, 
but was otherwise negative. X-ray examination 
showed a large collection of air in the left frontal 
region, occupying an area about the size of the palm 
of the hand. Under local anesthesia the cranium 
was opened and stylet passed into the pneumatocele. 
The patient was discharged from the hospital 
February 15, in apparently good health and when 
seen again later was still normal. 

Following a review of various theories as to the 
mechanism of pneumatocele, attention is called to 
the fact that in the author’s case there was little in 
the clinical findings to suggest such a complication 
as there had been no loss of spinal fluid or bleeding 
from the nose or ears. Apparently the bullet had 
been deflected so that it opened the inner wall of the 
left frontal sinus and the tissue over the bony defect 
acted as a valve which permitted air to pass in but 
not out. Marsu W. Poote, M.D. 


Craig, W. McK., and Kernohan, J. W.: Cerebral 
Cysts. J. Am. M. Ass., 1934, Cii, 5. 


Cerebral cysts encountered at operation may be 
congenital, inflammatory, traumatic, parasitic, or 
neoplastic. To the neurosurgeon, the most impor. 
tant and common group are those which occur with 
neoplasms. These have been found associated with 
practically all types of primary tumors of the brain 
above the tentorium. A much rarer type of cyst- 
containing tumor in this situation is the meningioma, 
of which only two have been seen by the authors. 

It was found that only the neoplastic cysts con 
sistently contained xanthochromic fluid. All other 
cysts contained clear fluid. It was noted further 
that, in general, the more benign the glioma, the 
more prone it was to undergo cystic degeneration. 

Decompression and simple drainage were often 
followed by a long period of palliation which allowed 
a later more radical procedure such as partial or 
complete removal of the tumor. Following initial 
drainage, subsequent aspirations were sometimes 
necessary to prolong the palliation. Several oper 
ative procedures were sometimes necessary for the 
more benign tumors in order to remove them com 
pletely. 

The authors report fourteen cases. 


Roussy, G., and Oberling, C.: A Contribution to 
the Study of Tumors of the Hypophysis (Con- 
tribution a l’étude des tumeurs hypophysaires). 
Presse méd., Par., 1933, No. 92, 1799. 


A detailed histological description is given of the 
various types of tumor of the hypophysis. The 
majority of tumors of the hypophysis are adenomata. 
These neoplasms occur at all ages, but are most 
common in young’ adults. 

The cells of the anterior lobe of the hypophysi- 
are of two chief types: chromophobe or principa! 
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cells with very little cytoplasm and no granulations, 
and chromophile cells with a highly developed 
cytoplasm and many granulations. The latter are 
divided into basophile and eosinophile cells. Accord- 
ingly, there are chromophobe and chromophile 
adenomata and various secondary and intermediate 
groups. 

There are also two forms of chromophobe ade- 
nomata—those with an intensely vacularized tra- 
becular structure and those with an alveolar struc- 
ture made up of smaller cells with a lymphoid ap- 
pearance resembling the principal cells of the normal 
hypophysis. 

Three groups of mixed adenomata are recognized: 
those with cells resembling chromophile cells but 
with few or no acidophile granules; those with cells 
of the chromophobe type but containing distinctly 
acidophile granules at the periphery of the cyto- 
plasmic body; and those with cells of a chromophobe 
type containing granules slightly stained by eosin. 

There is also a group with fetal cells, found par- 
ticularly in the lateral part of the anterior lobe. 
The fetal cells are cylindrical cells with a dark 
cytoplasm arranged in bands and representing 
vestiges of the embryonic hypophysis. 

Still another group of tumors are those made up 
of pregnancy cells which resemble the hyperplastic 
cells of the hypophysis seen in pregnancy. 

Secondary lesions are quite frequently found in 
cases of adenoma of the hypophysis. They may be 
so extensive as to obliterate the tumor structure. 
The most common are hemorrhagic foci, but there 
may be also foci of necrosis consisting of a pulpy 
mass containing crystals of fatty acids or cholesterin. 
One case of cystic degeneration has been reported. 

It is generally believed that chromophile ade- 
nomata are the most frequent, but among the 
authors’ forty-one cases there were thirty-two of 
chromophobe adenoma, twenty with clear cells, five 
with pregnancy cells, one of the fetal type, and one 
of an indeterminate type. There were two chromo- 
phile eosinophile adenomata, one basophile chromo- 
phile adenoma, and six adenomata of the inter- 
mediate or mixed type. It is possible that the pre- 
dominance of the chromophobe form in surgical cases 
is due to the fact that this type of adenoma generally 
grows to a large size. Statistics showing a pre- 
dominance of chromophile tumors were those of 
anatomists who found the tumors at autopsy; the 
tumors were generally small. 

It is very difficult to differentiate between benign 
and malignant tumors of the hypophysis histolog- 
ically. Some malignant tumors show a distinctly 
epitheliomatous structure with cubical or cylindrical 
cells not in the least resembling that of adenomata, 
but some do not show any histological evidences of 
malignancy, in analogy to other tumors of endocrine 
glands, the typical example of which is metastatic 
goiter. 

The article contains photomicrographs of the 
different types of tumors, some of which are colored. 

AuprEy Goss Morcan, M.D. 


Kornblum, K.: Deformation of the Sella Turcica 
in Tumors of the Middle Cranial Fossa. Am. 
J. Roentgenol., 1934, xxxi, 23. 

The changes seen in the sella turcica in roent- 
genograms of the skull in cases of brain tumors are 
classified by the author according to the location of 
the tumor as follows: (1) intrasellar; (2) extrasellar, 
(a) suprasellar, (b) parasellar, (c) metasellar; and 
(3) sphenoidal bone. Kornblum discusses chiefly the 
changes in the sella produced by the parasellar 
tumors, those immediately adjacent to the sella in 
the middle fossa. These changes are found chiefly 
in the dorsum sella, which shows considerable ero- 
sion while the posterior clinoids, although some- 
times indistinct, are preserved. In some cases the 
floor of the sella is eroded. Less frequently, the 
anterior clinoids are also affected. 

Leo M. Davinorr, M.D. 


Stevenson, L., and Echlin, F.: The Nature and 
Origin of Some Tumors of the Cerebellum: 
Medulloblastoma. Arch. Neurol. & Psychiat., 
1934, Xxxi, 93. 


The authors describe six tumors confined to the 
cerebellum which they believe arose from the granular 
layers. They think that the term ‘‘neuroblastomata”’ 
is more suitable for such tumors than the term 
“medulloblastomata,”’ but because of the origin 
of the neoplasms they suggest calling them “granu- 
loblastomata.” 

The article contains illustrations showing the 
variation in position of the granular layer at different 
ages. The granular layer at first appears on the outer 
surface of the leaflets and later migrates inward to 
the position it occupies in adult life. The outer 
granular layer is composed of round undifferentiated 
cells without processes which later become elongated 
as they reach the final internal granular layer. Such 
undifferentiated cells associated with mitotic figures 
and rapidly changing both their shape and position 
might easily be supposed to give rise to tumors. 

In the first case reported, sections showed tumor 
cells apparently growing from the outer surface of 
the leaflets and separating them. In other parts of 
the cerebellum there appeared to be remnants of an 
external granular layer. The second tumor showed 
a similar arrangement of tumor cells growing from 
the external surface of the leaflets and pushing them 
apart. The third tumor showed less stroma than the 
first two neoplasms and would ordinarily be con- 
sidered a typical medulloblastoma. In_ several 
places it appeared to be growing from the outer 
surface of the cerebellar leaflets. At one place in the 
cerebellum the typical appearance of a vestigial 
external granular layer could be seen. The cells of 
the fourth tumor strongly resembled those of the 
granular layer of the cerebellum. The authors 
believe that this case was identical with the first 
two cases described, although no gross material was 
available for study. Microscopic examination of the 
fifth tumor showed the internal granular layer of the 
cerebellar leaflet to be continuous with the tumor 
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tissue. The neoplasm looked like a continuation of 
this granular layer. In the sixth case the tumor 
grew from the outer edge of the cerebellar leaflets 
and there was an external granular layer similar to 
that found in normal newborn infants. 

The authors emphasize that if medulloblasts occur 
in the nervous system there is no good reason why 
they should be confined to the cerebellum or to the 
roof of the fourth ventricle and produce tumors 
practically always in the cerebellum. Furthermore, 
the finding in medulloblastomata of a few cells 
which resemble either neuroblasts or spongioblasts 
is not sufficient evidence on which to base the theory 
that the cells of medulloblastomata are bipotential 
and capable of producing both neuroblasts and 
spongioblasts. However, if the tumors described 
in this article arise from a specific cerebellar struc- 
ture, this would explain more readily why they are 
confined so largely to the cerebellum. Their sup- 
posed origin from the external granular layer of the 
cerebellum would explain the finding of cells resem- 
bling neuroblasts, as this layer is predominately com- 
posed of neuroblasts. The differences seen in the 
normal development of the granular cells in man and 
the lower animals seems to warrant the assumption 
that the cells in the reported tumors may vary in 
size and staining properties and still be granule cells. 

The color and tendency-toward rosette formation 
is shared by the granular layer of the cerebellum as 
well as by medulloblastomata. 

RoBERT ZOLLINGER, M.D. 


Carillo, R.: Deviation of the Aqueduct of Sylvius 
and the Fourth Ventricle as a Sign of Tumor of 
the Posterior Fossa. Iodoventriculography (E] 
signo de la desviacién del acueducto de Silvio y del 
4° ventriculo en los tumores de la fosa craneana 
posterior: yodoventriculografia). Arch. argent. de 
neurol., 1933, ix, 21. 


In 1930 Carillo, after using Balado’s method of 
iodoventriculography, first described the diagnostic 
sign of contralateral deviation of the aqueduct of 
Sylvius and the fourth ventricle in cases of cerebellar 
and cerebellopontine tumor. In this article he con- 
firms the importance of ventriculography with 
opaque substances and reports five new cases (four 
of cerebellopontine tumor and one of tumor of the 
cerebellar hemisphere), which were controlled by 
autopsy. All of the patients were first seen in the 
stage of advanced intracranial hypertension. In the 
cases of three of them only a decompression was 
possible. The cerebellar tumor and one acoustic 
neurofibroma were partially removed. The devia- 
tion produced by the cerebellopontine tumors was 
limited almost exclusively to the aqueduct, leaving 
the fourth ventricle im situ and in the majority of 
cases incompletely filled. The cerebellar tumor pro- 
duced a displacement involving not only the aque- 
duct but also the fourth ventricle and the cisterna, 
which were completely filled. Another differentiat- 
ing feature in cases of cerebellar tumor is unilateral 
occlusion of the foramen of Luschka. 
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These signs have the same diagnostic importance 
in cases of infratentorial lesions of the posterior fossa 
as deviations of the third and lateral ventricles in 
cases of tumor of the cerebral hemispheres. If the 
tumor is large, deviation of the aqueduct is accom- 
panied by blocking of the fourth ventricle and the 
signs of median and lateral hydrocephalus co-exist. 
If the tumor is smaller, the ventricular system re 
mains permeable and a large hydrocephalus may or 
may not exist. 

The sign of deviation of the aqueduct is of great 
value in cases of tumor of the cerebellopontine angle 
with incomplete symptoms. These tumors are fre- 
quently mistaken for cerebellar tumors, an error 
which may be confirmed by ventriculograms if the, 
are made only with air. lodoventriculography has 
proved that bilateral hydrocephalus without other 
findings hitherto considered almost pathognomonic 
of cerebellar tumors may be caused also by tumors 
of the third and fourth ventricles, cerebellopontine 
angle, peduncles, pons, and medulla, and by arach 
noiditis. Moreover, this method provides the me 
dium for establishing the mechanism of bilateral 
hydrocephalus roentgenologically. The sign of de- 
viation of the aqueduct and fourth ventricle shows 
how the cause of a simple bilateral hydrocephalus, 
as revealed by air, can be demonstrated with exact 
ness by Balado’s iodoventriculography. 

M. E. Morse, M.D. 


SYMPATHETIC NERVES 


Shaw, R. C.: The Sympathetic System and Pain 
Phenomena. Arch. Surg., 1933, XXvii, 1072. 


The author reports conclusions drawn from cer 
tain experimental and clinical observations regard 
ing the afferent associations of the sympathetic 
system. The observations were correlated with the 
clinical results of sympathectomy for severe neu 
ralgic conditions in six cases. These cases are re 
ported. Shaw summarizes his conclusions as fol 
lows: 

1. The sympathetic fibers may conduct afferent 
stimuli-subserving common sensation after the 
extirpation of the somatic innervation. This func 
tion appears to develop gradually after removal o! 
the spinal nerve supply. 

2. In certain types of intractable neuralgia 
sympathetic fibers convey impulses of pain which 
are distinct from the conditions of pain conveyed 
by the spinal system. 

3. The sympathetic system acts as a control on 
the somatic sensory thresholds, and the removal 0! 
this influence is followed by a temporary increase 
of common sensitivity. 

4. The anatomical sympathetic pathway in the 
cervicothoracic region contains spinal sensory fibers. 
the irritation of which might result in a composite 
type of neuralgic pain. 

5. Surgical ablation of the paraspinal gangli« 
will definitely cure the sympathetic type of intract 
able neuraligia through removal of the mechanism 


SURGERY OF THE 


of pain. Periarterial sympathectomy will certainly 
relieve pain in similar conditions, and it is suggested 
that the operation produces its results by the in- 
duction of an inhibitory phase through the radiation 
of molecular shock throughout the sympathetic 
neural circuit. Ropert ZOLLINGER, M.D. 


Lewis, D., and Geschickter, C. F.: Tumors of the 
Sympathetic Nervous System: Neuroblastoma, 
Paraganglioma, Ganglioneuroma. Arch. Surg., 
1934, XXVili, 16. 

The authors review tumors of the sympathetic 
nervous system, including 103 tumors studied in the 
Johns Hopkins Hospital, Baltimore. 

Thirty-three of the 4o neuroblastomata reported 
occurred in the medulla of the suprarenal gland or 
the sympathetic ganglia adjacent to the medulla. 
About one-half of them developed in children under 
three years of age. The most common symptoms 
were fever, an abdominal mass, anemia, and vomit- 
ing from pressure on abdominal viscera. The clinical 
picture of appendicitis was simulated in 5 cases. 
Multiple metastasis to bone occurred in 8. In the 
latter the clinical course was rapidly downward and 
in the majority death occurred within two months. 
Although these tumors may soften and decrease in 
size following roentgen-ray and radium therapy, 
irradiation seemed to hasten metastasis. The results 
of surgical therapy were unfavorable. 

Fifty-two paragangliomata were studied by the 
authors. These are divided into 3 groups: (1) those 
arising from the carotid body, (2) those arising from 
the medulla of the suprarenal gland, and (3) the 


argentaffin or carcinoid tumors of the gastro- 
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intestinal tract. The authors have found the follow- 
ing factors of importance in the diagnosis of para- 
ganglioma of the carotid body: (1) the position of 
the tumor at the bifurcation of the carotid artery; 
(2) long duration of the symptoms and slow growth; 
(3) an expansile pulsation, bruit, and thrill, sugges- 
tive of aneurism with absence of other changes in 
spite of long duration of the tumor; (4) oval shape 
and lateral mobility of the swelling; (5) a tendency of 
the growth to bulge into the pharynx without caus- 
ing ulcerations of the mucous membrane; and (6) 
failure of the tumor to respond to irradiation. 

Like the tumors of the carotid body, most of the 
paragangliomata of the suprarenal gland occurred 
in adult life. Hypertension, hypotension, and vaso- 
motor instability were the most frequently noted 
clinical symptoms. Urinary symptoms may develop 
with deformity of the renal pelvis. 

The argentaflin tumors of the gastro-intestinal 
tract occurred twice as frequently in the appendix 
as in the small intestine, but were rare in the stom- 
ach and large intestine. The majority were benign 
and ran a slow course. About 20 per cent of these 
tumors, especially those involving the small intes- 
tine, undergo malignant changes. 

The authors add 8 cases of ganglioneuroma to the 
103 cases previously reported. Although these tu- 
mors are usually benign and solitary, 3 of those in 
their cases were malignant. The symptoms are due 
to pressure and depend upon the location of the 
tumor. In 1 of the authors’ cases a very small gan- 
glioneuroma was found on the auditory nerve. Two 
of the malignant cases are reported in detail. 

RoBert ZOLLINGER, M.D. 
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CHEST WALL AND BREAST 


Mattina, A.: A Contribution to the Etiology and 
Pathogenesis of Bleeding Nipple (Contributo 
allo studio etiopatogenetico della ““mammélla san- 
guinante”). Riforma med., 1933, xlix, 1772. 

The author reports a rather unusual case of bleed- 
ing nipple in the male. The patient was a man forty- 
five years old who, eighteen months before his ad- 
mission to the clinic, noticed the gradual develop- 
ment of a small nodule in the right breast, slight en- 
largement of the right nipple, and the outflow of a 
few drops of a cloudy, red fluid after pressure on the 
nodule. There was no spontaneous pain, but the 
breast was somewhat tender on pressure. The left 
side was entirely normal. A few days later the mass 
became reddened, painful, and swollen. This condi- 
tion persisted for three days, at the end of which 
time a few drops of pus flowed from the nipple. The 
symptoms and masses then disappeared. Eight 
months later, bleeding from the nipple occurred for 
a few days, and thereafter recurred approximately 
every twelve to fifteen days. 

Under local anesthesia the nipple region was re- 
sected. Microscopic examination revealed the pres- 
ence of a subacute mastitis, inflammation of the 
milk ducts, and papilloma formation within the 
milk ducts. 

Mattina reviews the literature on bleeding nipple 
briefly and discusses some of the theories regarding 
the pathogenesis and etiology of the condition. In 
the male, bleeding from the nipple is most often as- 
sociated with a malignant lesion of the breast, but 
may be caused also by benign lesions. The phenom- 
enon is a manifestation of many disturbances in the 
breast and does not constitute a clinical entity. 

A. Louts Rost, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Amberson, J. B., Jr., and Riggins, H. McL.: Lipio- 
dol in Bronchography: Its Disadvantages, 
Dangers, and Uses. Am. J. Roentgenol., 1933, 
XXX, 727. 

After bronchography, retained lipiodol is grad- 
ually discharged through the bronchi. Direct ab- 
sorption through the lung occurs only to a slight 
degree, if at all. A slight exudative reaction usually 
occurs about deposits of lipiodol in the healthy lung, 
but this seems not to be harmful clinically. The 
transudation of oedema fluid may be considerable 
and may account for the rapidly developing roent- 
genographic lobar opacity reported by some roent- 
genologists. 

Lipiodol may be retained in the pulmonary 
alveoli for days, months, or years. The persisting 


density may impair the value of serial roentgen 
grams as guides for treatment. 

Disadvantages and dangers peculiar to the crico- 
thyroid and transtracheal method of injection in- 
clude the escape of oil into and its indefinite reten- 
tion in the cervical and mediastinal tissues, the 
possibility of infection of these tissues by escaping 
bronchial discharges, and pain, dysphonia, oedema 
of the glottis, dysphagia, subcutaneous emphysema, 
and air embolism. 

Iodism is due chiefly to swallowing of the oil ani 
the absorption of iodine through the intestine. As 
a rule this can be avoided by injecting the oil care. 
fully in small amounts, adopting measures to pre 
vent retention in the lungs, drainage of the bronchi 
after bronchography by posture, and the adminis- 
tration of a brisk saline purge. 

In cases of infectious disease, mainly tuberculosis 
and acute or chronic suppurative conditions. 
dissemination or aggravation may be caused by 
lipiodol injections. The authors record some 
instances of serious results and fatalities in such 
cases and discuss the reasons for such results. 
They cite also complications showing the danger i 
the intratracheal injection of iodized oil in cases 
with impairment of cardiac or respiratory function. 
In conclusion they describe the selection of cases 
for the injection of iodized oil and the technique 
that they have found most satisfactory. 

Eart O. Latimer, M.D. 


Pisani, S.: A Peculiar Mobile Area of Increased 
Resonance in Pneumothorax (Sopra una parti- 
colare area di iperfonesi mobile nel pneumotorace . 
Policlin., Rome, 1933, xl, sez. prat. 1926. 


In every case of pneumothorax there is an area o/ 
increased resonance due to the presence of gas in the 
pleural cavity. In cases in which the pleura is free 
from adhesions this area may shift about according 
to the laws of aerodynamics so that the air invariab|\ 
occupies the most elevated portion of the pleura! 
cavity. The form of this area varies from case |v 
case according to the local disease, but with the 
patient in the horizontal supine position it is fre 
quently bell-shaped. The dimensions of the area o/ 
increased resonance are also extremely variable, 
depending on the amount of gas present, the dis- 
tensibility and movability of the adjacent pleura, 
and the elastic tension of the lung tissue. 

Most of these facts may be demonstrated: by 
physical examination and are easily shown by X-ra\ 
examination. Recognition of the movable area o/ 
increased resonance is of importance in the diagnosis 
of early limited pneumothorax and in the deter 
mination of the course of pneumothorax therapy. 

A. Louts Rost, M.D. 
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Marvin, H. P.: The Importance of Bronchoscopy 
in Bronchiectasis. Ann. Int. Med., 1934, vii, 903. 
From a review of 200 cases of bronchiectasis Mar- 
vin concludes that the diagnosis of this condition is 
made best by bronchoscopy supplemented by X-ray 
studies following the injection of lipiodol. He states 
that bronchoscopy is also of therapeutic value. 
Bronchoscopic aspiration has proved to be the most 
satisfactory method of treating cases in which a 
pneumonitis has developed about the bronchial dila- 
tations. In such cases there is a tendency toward 
abscess formation because of the retained secretions. 
In bronchiectasis with persistent uncontrolled 
haemorrhage the bronchoscopic application of silver 
nitrate to the bleeding area has been beneficial. 
Two types of postural drainage apparatus are 
described and shown in illustrations. 
FRANKLIN E. WALTON, M.D. 


Warner, W. P., and Graham, D.: Lobar Atelectasis 
as a Cause of Triangular Roentgen Shadows in 
Bronchiectasis. Arch. Int. Med., 1933, lii, 888. 


The authors believe that triangular basal shadows 
seen in plain roentgenograms of the chest are diag- 
nostic of bronchiectasis, but that the lesion should 
be further investigated by means of roentgenograms 
made with lipiodol. 

In experiments on dogs a similar shadow was pro- 
duced when atelectasis of the basal lobe was caused 
by obliteration of a basal bronchus by the introduc- 
tion of a tampon. The authors conclude that me- 
chanical plugging of the basal bronchi by oedema of 
the bronchial walls is sufficient to produce such an 
atelectasis with the formation of a triangular shadow. 

The literature is reviewed briefly. 

FRANKLIN E. WALTON, M.D. 


Stuhl, Camendron, and Marques: Roentgen-Ray 
Observations in Fifty Cases cf Pleural Calcifi- 
cation (Sur les calcifications pleurales 4 propos de 
cinquante observations radiologiques). Arch. méd.- 
chir. de Vappar. respir., 1933, Vili, 413. 


In thirty-two of the fifty cases of pleural calcifica- 
tion reviewed by the authors the deposits of calcium 
occurred after injuries (in fourteen a projectile was 
still present in the thorax) and were directly related 
to hemothorax. In twelve, they followed serofibrin- 
ous pleurisy; in two, empyema; and in three, thera- 
peutic pneumothorax. In two, the cause was not 
determined. 

In every instance the deposits were discovered by 
roentgen-ray examination. Some of them were sur- 
prisingly extensive, covering nearly the entire pleu- 
ral surface. They produced a dense shadow or ap- 
peared as scattered granules. Lateral roentgeno- 
grams may be necessary to determine the site of a 
deposit, and exploratory puncture may be required 
to distinguish it from pleurisy. 

The various shadows produced by the calcium 
deposits are shown by sixteen roentgenograms, and 
the French literature on pleural calcification is re- 
viewed, Marsu W. Poote, M.D. 


CESOPHAGUS AND MEDIASTINUM 


Collins, E. N.: Lesions of the (sophagus. 
Clin. North Am., 1934, Xvii, 1045. 

Collins reports five cases of lesions of the cesoph- 
agus which either emphasize certain features in 
diagnosis or illustrate the rarer cesophageal lesions. 

Case 1 was that of a man sixty-five years old who 
complained of a continuous grinding pain in the 
region of the lower sternum and the upper epigastri- 
um and had lost 15 lb. The Ewald test showed free 
acid 95, total acid 115. Roentgen examination 
revealed a filling defect at the cardiac orifice suggest- 
ing a carcinoma. One month later roentgen examina- 
tion in the Trendelenburg position revealed a hiatus 
hernia which reduced itself in all other positions. 
Fixation of the stomach was done together with 
posterior gastro-enterostomy for duodenal ulcer. 
Six months later an obstruction developed in the 
middle of the cesophagus and an extensive carcinoma 
was shown by X-ray examination. 

Case 2 was that of a man aged sixty years who 
had difficulty in swallowing. Examination disclosed 
a marked microcytic anemia and absence of free 
acid in the stomach. (Esophagoscopic and roentgen 
examinations revealed no abnormalities. The con- 
dition improved when the anemia was treated. 

Case 3 was that of a man forty years old who had a 
chronic productive cough and dysphagia and had 
lost 30 lb. The sputum was purulent and foul. The 
patient was emaciated, and his temperature was 
about 100 degrees F. Roentgen examination re- 
vealed a lung abscess with cavity formation and 
partial obstruction of the oesophagus in the region 
of the clavicles. Displacement of the cesophagus to 
the right suggested a traction diverticulum. The 
obstruction gradually became complete and gastros- 
tomy was necessary. The author states that a 
traction diverticulum due to an adjacent inflam- 
matory process is unusual. 

Case 4 was that of a man aged fifty-four years who 
had lost weight and strength and had vomited 
frequently. Roentgen examination revealed a car- 
cinoma of the stomach obstructing the lower end of 
the cesophagus. 

Case 5 was that of a man fifty-nine years old who 
complained of chronic cough, dysphagia, and 
hoarseness. Roentgen examination revealed a large 
globular diverticulum at the lower end of the 
cesophagus on the left side. The author believes 
that this was a pulsion diverticulum of congenital 
origin. J. DaNteL Wit1.ems, M.D. 


Jackson, C., and Jackson, C. L.: Pulmonary Symp- 
toms Due to (sophageal Disease. Arch. Olo- 
laryngol., 1933, xviii, 731. 


The authors point out nine ways by which pul- 
monary symptoms may be produced by pathological 
conditions in the oesophagus and hypopharynx. 
These are the following: 

1. Inspiration of infected food, blood, or oral, 
pharyngeal, or nasal secretions which overflow into 
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the larynx because they cannot pass through a 
stenosed cesophagus. 

2. Direct extension up and over the laryngeal rim 
of pathological processes originating in the «cso- 
phageal or hypopharyngeal wall. 

3. Direct extension through the «esophago 
tracheal wall or the wall of a bronchus, usually the 
left main bronchus. 

4. Direct extension of the oesophageal disease to 
the pleura or through the pleura into the paren- 
chyma of the lung. 

5. Direct extension of the oesophageal lesion to 
the mediastinum and thence to the lung. 

6. Extension of the cesophageal disease by way 
of the blood stream or lymph channels. 

7. Compressive stenosis of the trachea or bron- 
chus, without pathological involvement of the 
tracheobronchial wall, by bulky cesophageal lesions, 
glandular metastases, or foreign bodies lodged in 
the oesophagus. 

8. Laryngeal paralysis caused by pressure upon, 
or involvement of, the recurrent laryngeal nerve 
by a lesion such as a carcinoma. 

9. Reflex symptoms, especially cough, excited 
by disease limited to the oesophagus. 

In some cases the pulmonary symptoms pre- 
dominate over the causative cesophageal symptoms 
to such an extent that the latter may be entirely 
disregarded by both the patient and the physi- 
cian. 

The characteristic pulmonary symptom of ceso- 
phageal disease is sudden waking with coughing, 
choking, and strangling. The patient believes that 
the source of the cough is altogether laryngotracheal 
and does not realize that the accumulated secretions 
have overflowed into the larynx. This overflow and 
this symptom may occur in health, but they are 
much more marked when cesophageal drainage is 
impaired by stenosis. 

Puddling of the secretions in the pyriform sinus 
as seen in the laryngeal mirror is an important early 
sign of oesophageal stenosis with possibly impending 
pulmonary complications, 

In conclusion the authors state that in the search 
for an obscure cause of cough, an examination of 
the oesophagus should be made with the roentgen ray 
and the cesophagoscope. _Eart O. Latimer, M.D. 


Hindse-Nielsen, S.: Peptic Ulcer of the Hsophagus 
(Ulcus oesophagi e digestione). Jlosp-Tid., 1933, 
PP. 401, 424, 457. 


Peptic ulcer of the esophagus is usually an isolated 
lesion. It occurs in the lower third of the cesophagus. 
It varies in size from that of a pea to a lesion measur- 
ing from 8 to 10 cm. and involving the entire cir- 
cumference of the cesophagus in a girdle-like fashion. 
Like ulcer of the duodenum, but in contrast to 
ulcer of the stomach, it occurs more frequently in 
men than in women. The author discusses its 
etiology and pathogenesis in detail. 

The most characteristic symptom is the pain. 
This is usually localized in the upper part of the 
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epigastrium, behind the sternum, and may extend 
to the scapule. Vomiting, regurgitation, and 
hematemesis are also very common. Because of 
the absence of typical symptoms, the diagnosis and 
differential diagnosis may be difficult. Fluoroscopi: 
examination discloses a niche, a filling defect, or 
stenoses of varying degree. The niche may be due to 
loss of tissue or folds of the mucous membrane. 
Above the stenoses oesophageal dilatations may 
occasionally be observed. A definite diagnosis may 
be made by cesophagoscopy. 

In conservative treatment, as in gastric ulcer, 
the use of a liquid diet is to be considered. In addi 
tion, conservative treatment should include the 
administration of alkalies in powder or liquid form, 
the administration of olive oil several times daily, 
and painting of the ulcer with cocaine and a 5 tu 
10 per cent solution of silver nitrate once or twice 
weekly through the cesophagoscope, or the insuffla 
tion of bismuth subnitrate. Spasms require the 
administration of belladonna and sometimes the 
use of morphine. The author recommends alsv 
eumydrin and papaverin. 

As surgical treatment, gastrostomy to exclude the 
ulcer comes up for consideration. The treatment o! 
hemorrhage requires strict regulation of the diet, 
bed rest, and symptomatic measures. In perforation 
the treatment indicated depends on the site of the 
lesion. The operative treatment recommended for 
stenosis is the Rovsing procedure, antethoracic 
anastomosis between the cesophagus and stomach 
by the formation of a skin tube along the first part 
of the sternum. 

The prognosis of peptic ulcer of the cesophagus 
must be considered grave. Of the seventy patients 
whose cases are reviewed by the author, only 
seventeen are still alive. The chief danger is per 
foration, which is usually fatal. HAAacEN (Z). 


Ingebrigsten, R.: Experimental Investigations on 
Suture of the (Esophagus After Resection 
perimentelle Untersuchungen ueber die Naht der 
Speiseroehre nach Resektion). Norsk Mag. [ 
Legevidensk., 1933, xciv, 481. 


The experiments reported were performed on cats 
In the first five animals, resection of 114 cm. of the 
thoracic oesophagus was followed by purulen! 
pleurisy due to insufficiency of the sutures. Con 
tinuous sutures of catgut were made in the mucosa, 
the knots being placed in the muscular coat. 

After these unsuccessful experiments, the author 
employed only the finest vaselined silk which was 
not infected by saliva or infectious material from 
the lumen. Seven additional cats were used. In 
one, 11% cm. of the cervical portion, and in six, from 
11% to 5 cm. of the thoracic portion, of the cesopha 
gus were resected. In two of these cats, a certain 
time after the resection, the oesophagus was sec 
tioned 2 cm. above the diaphragm, the aboral por 
tion was invaginated into the stomach and the 
peripheral portion anastomosed to the stomach 
Several months after the operation the animals were 
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killed and the sites of resection subjected to micro- 
scopic study. 

In no animal was there any postoperative infec- 
tion. One cat, which was subjected to resection be- 
tween the bifurcation and the cardia one hundred 
and twelve days before a second operation—an 
«esophagogastrostomy—died of purulent pleurisy 
ten days after the second operation. In this case 
the first operation impaired the circulation to such 
an extent that the occurrence of healing a second 
time in the immediate vicinity of the resection could 
not have been expected. The mucous membranes 
showed marked varicose veins. 

In all cases a continuous circular suture was made 
in the mucosa. Microscopic examination showed 
that the silk sutures in the muscular coat were not 
absorbed, whereas those in the mucosa were elim- 
inated, 

The resection of 5 cm. of the cesophagus of the 
cat, which is from 16 to 17 cm. long, is equivalent 
to the resection of 8 cm. of the human cesophagus, 
which is about 25 cm. long. The author believes 
that with the technique described and a circular su- 


ture, 8cm. of the human cesophagus can be resected 
for beginning carcinoma. Koritzinsky (Z). 


Aguirre, R. C., and Araoz, J. L.: Paroxysmal Tach- 
ypneea of Decubitus in Tuberculous Adeno- 
mediastinitis (Taquipnea paroxistica de dectibito 
por adenomediastinitis tuberculosa). Semana méd., 
1933, xl, 1863. 


The case reported was that of a girl nine years old. 
In the erect position there was no dyspncea and res- 
piration was;normal, but a few seconds after the 
patient assumed the horizontal position a sudden 
severe paroxysm of tachypnoea developed and res- 
piration reached the enormous rate of from 120 to 
150 per minute. The horizontal position could be 
maintained for only a short time. When the erect 
position was again assumed the paroxysm ceased as 
suddenly as it began. 

A diagnosis of tuberculous adenomediastinitis was 
made principally on the basis of the roentgen find- 
ings. The authors concluded that the horizontal 
position produced pressure on, and irritation of, the 
pneumogastric nerves. R. MEEker, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Meleney, F., Howes, E. L., Colp, R., Grace, R. V., 
White, W. C., and Heyd, C. G.: Disruption of 
Abdominal Wounds. Symposium. Surg., 
1934, XCiX, 5. 


MELENEY and Howes review 55 cases of disrup- 
tion of abdominal wounds with protrusion of the 
viscera which occurred in the Presbyterian Hospital, 
New York, in a period of eight years. The incidence 
of this complication in all cases of abdominal opera- 
tion was about 1 per cent. Fifty of the cases were 
carefully analyzed. Disruption occurred most com- 
monly in patients over forty years of age, and was 
twice as common in males as in females. Only 14 
of the 50 patients were under forty years of age. 
Fourteen of the cases were clean, 28 were con- 
taminated, and 8 were infected. The disruptive 
force was an undue activity in 14, vomiting in 38, a 
cough in 29, distention in 38, and hiccough in 18. 
The disruption occurred in an upper vertical incision 
in 33 cases, a middle vertical incision in 4, a lower 
vertical incision in 4, an upper oblique incision in 7, 
and an upper transverse incision in 2. Drains were 
used in 19 cases. The wounds were closed by con- 
tinuous sutures of plain catgut in 4 cases, sutures of 
plain and chromic catgut in 3 cases, continuous 
sutures of chromic catgut in 42 cases, an interrupted 
suture of chromic catgut in 1 case, a continuous 
suture of silk in 1 case, circular retention sutures in 
4, and lateral sutures with buttons or tubes in 17 
cases. The operations followed by wound disrup- 
tion most frequently were cholecystectomy and 
gastro-enterostomy. The mortality was 44 per 
cent. The greatest number of disruptions occurred 
between the seventh and the tenth day after the 
operation. 

Disruption of the wound is due to too rapid ab- 
sorption of the sutures approximating the wound 
edges before healing of the wound has occurred. If 
absorbable sutures are used, absorption of the 
suture is favored by exudation into the wound and 
the presence of micro-organisms. The tensile 
strength of sutures and the holding power of the 
tissues diminish progressively and rapidly during 
the first week after the operation. The process of 
repair does not begin immediately. There is always 
a lag period which varies in length according to the 
patient’s condition. Under ideal conditions, fibro- 
blasts begin to appear and lay down their fibrils 
after forty-eight hours. Healing begins rapidly, but 
slows down at the end of a week or ten diys. In 
— cases it is usually complete after fourteen 

ays. 

Meleney and Howes believe that silk is better 
suture material than catgut in clean cases. Its use 


is associated with less exudation and less likeli. 
hood of infection, and there is little or no diminution 
in its tensile strength. Silk should not be used in 
infected or contaminated cases. The length of time 
that catgut sutures will resist digestion is difliculi 
to determine. Retention sutures are apt not to hol! 
the peritoneum and have a tendency to cut the 
abdominal wall. For maintenance of approximation 
of the peritoneum and posterior sheath, Meleney 
and Howes recommend a continuous or interrupte:! 
suture of the mattress type re-inforced by an in 
terrupted or continuous over-and-over suture o/ 
fine chromic catgut. They believe that a continuous 
suture alone is particularly poor. The tensile strengt| 
of No. o chromic catgut is greater than the holdin 
power of any tissue likely to be sutured with it. 
Larger sizes cause more exudation and more rapi:! 
absorption. In cases in which a transverse incision 
is made wound disruption is less frequent probably 
because there is less danger that omental tags wil! 
get between the suture lines and there is less tension 
on the suture. 

Cotp reports a study of 26 cases of wound rupture 
among 2,750 consecutive laparotomies performe: 
at the Mt. Sinai Hospital, New York, and 3 cases 
from private practice. The incidence of rupture was 
1.12 per cent in males and 0.75 per cent in females. 
It was highest in the fourth and fifth decades of life. 
The underlying lesion responsible for the disruption 
was a malignant tumor in 28 per cent of the cases, 
inflammatory disease of the bile passages in 23 per 
cent, a gynecological condition such as fibroids in 
Ig per cent, acute appendicitis in 19 per cent, ani 
some other condition such as diverticulitis of the 
sigmoid, streptococcus peritonitis, or fever of unde 
termined origin in 11 per cent. In 316 cases of 
carcinoma the incidence of wound disruption was 
2.2 per cent. Colp believes that careful pre-opera- 
tive care of cachectic patients may decrease the 
incidence of wound disruption. 

Midline incisions are most apt to rupture. Thic 
fact that there was no instance of rupture of a mi:- 
line epigastric incision in the cases reviewed is 
attributed by Colp to the use of a special technique 
for the closure of 70 per cent of the incisions mace 
for gastroduodenal ulcer and all of those made for 
carcinoma of the stomach. This consisted of the 
introduction of a single layer of interrupted throug)- 
and-through sutures of heavy braided silk which 
were left in place until the fourteenth day. ‘The 
most frequently used incisions were those mae 
parallel with the linea alba through the rectus 
muscle. The most common approach to the upper 
abdomen was vertical splitting of the upper part 
of the rectus muscle. The incidence of wound ruj)- 
ture in this type of incision was 2.2 per cent. In 
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the lower rectus muscle-splitting incisions it was 
0.54 per cent. Of 20 cases in which a para-umbilical 
rectus muscle-splitting incision was made, disrup- 
‘ion occurred in 2. 

In the closure of the abdominal incisions the peri- 
‘oneum was closed with a continuous suture of 
chromic catgut; the fascia, by interrupted sutures of 
chromic catgut: and the skin, by a continuous 
suture of silk, an interrupted suture of silk or silk- 
worm gut, or by pincettes. 

Disruption occurred between the second and the 
cleventh days after the operation. It seemed to be 
most frequent on the seventh day, and to occur 
usually after removal of the skin sutures. While 
Colp doubts that the removal of the skin sutures 
had a causal relationship to the disruption, he 
believes it advisable to leave the skin sutures undis- 
turbed for a longer period of time in the cases of 
patients with cachexia, weakness, anemia, disten- 
tion, or meteorism. 

In cases in which wound closure is impossible be- 
cause of infection, it is probably better to leave the 
entire wound open rather than merely the skin. 
Colp packs the wound and leaves it undisturbed for 
from ten to twelve days. When the pack is removed 
the granulations are usually so healthy that the 
wound edges can be approximated with adhesive 
tape. Healing almost invariably follows. This 
procedure was used in 23 cases without any unto- 
ward results. Abdominal binders are probably of 
value in preventing evisceration. 

In cases with drainage the incidence of wound 
rupture was 1.22 per cent, and in cases without 
drainage it was 0.84 per cent. 

Wound rupture should be suspected when the 
dressing which has previously been dry suddenly 
becomes stained with a bloody serous discharge. 

The treatment preferred by Colp consists of pack- 
ing the wound or secondary suture of all layers with 
drainage. The tampon method is the procedure of 
choice in infected cases. Healing requires an average 
of thirty-seven days. In 19 cases in which the 
tampon method was used the mortality was 32 
per cent. Of 11 patients traced, 7 subsequently 
developed a hernia. Secondary suture is indicated 
in clean cases with evisceration but without peri- 
tonitis. Of 1o patients treated by this method, 8 
recovered and 2 died. The secondary suture was 
performed with interrupted through-and-through 
heavy silk sutures over a drainage pack. In the 8 
cases in which recovery resulted there were no un- 
toward complications. The period of hospitalization 
averaged forty-six days. 

The cause of death as determined by 5 post- 
mortem examinations was diffuse peritonitis in 4 
cases and hemorrhage from the gall-bladder bed 
with dilatation of the stomach in 1 case. The 
mortality in the series was about 28 per cent. 

GRACE reports an analysis of 46 cases of abdominal 
wound disruption from the First Surgical Division 
of Bellevue Hospital, New York. Protrusion of 
the viscera occurred in 36. The type of incision 


used was as follows: upper split right rectus, 28 
cases; upper split left rectus, 8 cases; median epi- 
gastric, 3 cases; lower split rectus, 3 cases; reversed 
Kammerer, 2 cases; transverse, 1 case; and median 
suprapubic, 1 case. Thirty-nine of the 46 disrup- 
tions occurred in upper abdominal incisions. In all 
cases a continuous suture of chromic catgut was 
used. Silk or silkworm gut was employed only for 
skin apposition. No retention sutures were used. 

The operation was performed for carcinoma in 10 
cases, chronic ulcer of the stomach or duodenum in 8 
cases, gall-bladder disease and appendicitis in 7 
cases each, stab-wounds of the abdomen and per- 
forated ulcer of the stomach or duodenum in 3 
cases each, chronic intestinal obstruction in 2 
cases, and ruptured typhoid ulcer, ruptured spleen, 
gunshot wound of the abdomen, abscess of the liver, 
tuberculosis of the peritoneum, and an undiagnosed 
condition in 1 case each. The postoperative com- 
plications actively favoring the disruption were in- 
fection and coughing in 17 cases each, vomiting in 
9 cases, distention or obstruction and hiccough i in 4 
cases each, retching at lavage and difliculty in the 
suturing in 2 cases each, and the patient’s getting 
out of bed and an unknown cause in 3 cases each. 
The largest number of the disruptions occurred on 
the seventh day. Twenty-seven occurred between 
the seventh and tenth days inclusive. 

The sudden discharge of sanguineous fluid from 
the wound is indicative of wound rupture. The next 
sign of importance is pain. In 30 of the cases re- 
viewed the disruption was treated by secondary 
suture and in 16 by strapping or packing or both. 
Secondary suture consisted of through-and-through 
silkworm-gut or silk sutures. Strapping with or 
without packing was used most often in the cases in 
which the disruption occurred slowly and, when it 
was discovered, the extruded contents were already 
adherent to the deeper wound tissues; also in severely 
infected wounds. In only 2 of the cases requiring 
secondary suture did the wound fail to heal. Both of 
these were controlled by strapping. Of the 28 
patients who recovered from the complication, the 
majority developed a postoperative hernia. In the 
36 cases with protrusion of the viscera there were 
15 deaths, a mortality of 41 per cent, and in the 1o 
cases without protrusion of the viscera there were 
3 deaths, a mortality of 30 per cent. The total 
mortality was 39 per cent. In 28 cases treated by 
secondary suture there were 11 deaths, and in 18 
cases treated by strapping and packing there were 
7 deaths. 

WHITE reports on 30 cases of disruption of 
abdominal wounds in the Roosevelt Hospital, 
New York, in which there was a mortality of 53 
per cent. Thirteen of the 30 patients were over 
fifty-five vears of age, and 5 were suffering from 
malignant disease. A median incision was made in 
2 cases, muscle retraction was done in 6, and the 
fibers of the rectus muscle were split in 22. The 
split rectus incision was made in more than 75 
per cent of the cases. Cough was an important fac- 
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tor in 6 cases and distention in 3. Infection was 
present in 8. A discharge of bloody fluid from the 
wound is indicative of rupture. The amount dis- 
charged may be quite considerable. The rupture 
usually occurs insidiously. In the closure both of 
fresh wounds in doubtful cases and of disrupted 
wounds, through-and-through sutures have proved 
most satisfactory. White warns against placing too 
much reliance on catgut. If there is much tension, 
braided silk tension sutures should be placed through 
the entire abdominal wall. Separation of the wound 
edges is most apt to occur between the eighth and 
tenth days. The predisposing factors are senility, 
decrepitude, malignancy, jaundice, and a peculiar 
body-tissue function that dissolves catgut earlier 
than usual. 

Heyp reports that of 2,145 laparotomies per- 
formed by him, rupture of the wound occurred in 4, 
or in 1 of 536, with 1 death. Of 1,000 laparotomies 
performed at the Postgraduate Hospital, New York, 
in 1932, disruption occurred in 4, or 1 in 250, with 1 
death, a mortality of 25 per cent. 

Three types of wounds may result in disruption. 
The first is the wound in which healing apparently 
occurs normally, but rupture occurs following re- 
moval of the sutures. The second is the wound in 
which a portion of the small intestine works its way 
through a gap in the peritoneal suture line. In 
cases of such wounds vomiting and abdominal dis- 
tention are more marked than usual. The wound 
ruptures following removal of the sutures. The 
third type of wound in which disruption is apt to 
occur is the wound which shows evidence of inad- 
equate healing. The skin edges are everted, cedema- 
tous, and red. This condition is especially apt to 
occur in cases of nephritis, diabetes, carcinoma, and 
jaundice. In the majority of the cases reviewed 
non-absorbable retention sutures were used and 
were not removed until between the tenth and 
fourteenth days. 

Heyd believes that the incidence of wound disrup- 
tion can probably be decreased by: (1) complete 
hemostasis in all abdominal wounds, (2) relaxation 
of the abdominal wall during the closure of ab- 
dominal wounds, (3) the avoidance of undue trauma, 
(4) the elimination of dead space, (5) an absolutely 
aseptic technique, and (6) accurate coaptation of 
peritoneum. ALTON OcHsNER, M.D. 


GASTRO-INTESTINAL TRACT 


Rivers, A. B.: Clinical Consideration of the Etiology 
of Peptic Ulcer. Arch. Int. Med., 1934, liii, 97. 


An attempt has been made to apply some of the 
hypotheses advanced to explain the causation of 
peptic ulcer to the clinical problems of ulcer in man. 
In all probability peptic ulcer is the result of several 
interacting and variable factors. Physiologists have 
demonstrated that the aggressive action of undiluted 
juice can produce ulcer by its eroding potentialities. 
It produces ulcer the more effectively when it comes 
into contact with tissues unaccustomed and un- 
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protected by nature to receive it. The author sug- 
gests that this factor of aggression may be more 
likely to cause ulceration when the resistance of the 
tissues exposed is in some way lowered by trauma 
Thus, an infected intestinal wall or mucosa injured 
by mechanical or chemical irritants might succum!, 
and disintegrate when a membrane with a normal 
protecting mechanism would remain intact. Sys- 
temic factors, if conducive to the diminution of 
resistance of tissues or capable of producing pro- 
longed or persistent accentuation of the aggression 
factor of the acid chyme, might increase the liability 
to the development of ulcer and recurrence in such: 
cases. There seems no doubt that the factors in- 
volved in the formation of ulcer vary in different 
persons at different times. Consequently, every 
patient presents problems requiring careful study. 
Such a study should reveal the particular factor or 
combination of factors which will obtain in each case, 
and correction of these factors should be expecte:! 
to result satisfactorily when applied in the trea‘ 

ment of ulcer. 

The author reports a series of ten cases. 


Abel, A. L.: Acetylcholine in Paralytic Heus. Lance 
1933, CCXXV, 1247. 


The author states that in fifty cases of norma! 
convalescence from a laparotomy he used acetylcho- 
line routinely in the postoperative treatment, start- 
ing with o.1 mgm. thirty-six hours after the operation 
and repeating this dose every six hours until flatus or 
faeces were passed without an enema. This result is 
obtained in many entirely untreated cases in from 
six to twelve hours. 

In numerous cases of general peritonitis in which 
he used acetylcholine Abel gained the impression 
that the postoperative course was more favorable 
than it would have been without such treatment 
However, he believes that. acetylcholine must be 
used in many more cases before it can be recom 
mended for the postoperative treatment of ever, 
case in which laparotomy is done. 

In several cases in which there was doubt as tv 
whether the condition was due to mechanical or 
paralytic obstruction, Abel gave o.1 gm. of acetylchv 
line hourly for six doses. By this treatment, opera- 
tion was frequently avoided. In cases of organic 
obstruction no untoward effects were producei. 
Most patients with severe postoperative distention, 
gas pains, and paresis of the bowels are considerably 
benefited by the administration of acetylcholine by 
intramuscular injection. In paralytic ileus, actylcho- 
line appears to be almost specific in effecting a cure. 

ARTHUR L. SHREFFLER, M.D. 


Martinotti, G.: The Pathogenesis and Clinico- 
roentgenological Symptomatology of Dolicho- 
colon (Sulla patogenesi e sulla sintomatologia clini- 
coradiologica della dolicolie). Radiol. med., 1933, X%, 
1477. 


This article is based on a careful study of a nuni- 
ber of cases of dolichocolon which the author o})- 
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served personally. The term “‘dolichocolon’’ means 
an increase in the length of the colon. This condi- 
tion is most often confused with megacolon. Fur- 
ther complicating its recognition is the difficulty in 
establishing the limits between normal variations 
and beginning dolichocolon. The author outlines a 
technique for roentgenological examination which he 
considers necessary to establish the diagnosis 
definitely. 

Total dolichocolon is rare. As a rule the lengthen- 
ing occurs only in segments of the colon. Many 
variations occur, but the most common is the so- 
called segmentary dolichocolon in which only one 
segment is lengthened and the remainder of the 
colon is of normal length. In compensatory seg- 
mentary dolichocolon there is an increase in the 
length of one loop, but the adjoining loops are 
smaller than normal so that the total length of the 
colon is normal. In a certain number of cases there 
is an associated megacolon, in other words, a mega- 
dolichocolon. The author believes that when the 
two conditions co-exist the dolichocolon was pri- 
mary. The mechanism of dilatation depends prin- 
cipally on stenosis of position (kinking) and seg- 
mentary reflex atonia. To make the diagnosis of 
dolichocolon in such cases the pre-existence of the 
lengthening must be definitely proved. The various 
types of dolichocolon encountered and the distinc- 
tive roentgenological findings in each type are 
described in great detail. 

The etiological theories are discussed. To the 
anatomical or congenital and the physiopathological 
theories the author adds the theory of mixed causes, 
a combination of the two. According to the latter, 
an anatomical anomaly is the basis on which a patho- 
logical process acts to lead eventually to an accen- 
tuation or increase of the congenital malformation. 
True dolichocolon is congenital. The condition has 
been demonstrated in infants. 

The author discusses the symptoms in detail. In 
the true congenital type of case there are few if any 
symptoms unless complications develop. In the 
type of case in which the physiopathological ele- 
ment predominates there may be many varied and 
vague symptoms. In any event there is no clear-cut 
clinical picture, and as a rule the symptoms are those 
occurring in any other colonic condition. In many 
cases dolichocolon is discovered accidentally in the 
course of X-ray examination. 

In conclusion the author states that while he be- 
lieves dolichocolon is of congenital origin, the in- 
crease in the length of the colon may be further in- 
creased by functional abnormalities due to me- 
chanical or nervous factors. 

T. Banrorp Jones, M.D. 


Patterson, D. C.: Appendices Epiploicz and Their 
Surgical Significance, with a Report of Three 
Cases. New England J. Med., 1933, ccix, 1255. 


Bland-Sutton describes appendices epiploice as 
localized, pedunculated overgrowths of subserous 
fat directly continuous with the fat in the mesentery. 
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They may have a protective function similar to that 
of the omentum, but their chief function is unknown. 
They may be affected by: (1) inflammatory changes, 
(2) torsion of the pedicle, (3) calcification and the 
formation of loose bodies, and (4) incarceration in a 
hernial sac with or without torsion. The diagnosis 
of these conditions is possible only at operation. 
The symptoms may simulate those of almost any 
abdominal disease, but are especially apt to suggest 
diverticulitis. In some of the cases in which the dis- 
eased appendage was on the sigmoid, appendicitis 
was suspected. 

The author thinks that disease of the appendices 
epiploice is more frequent than is generally believed, 
and that the possibility of its presence should always 
be borne in mind. He is of the opinion that it may 
be responsible for some of the abdominal disturb- 
ances in which recovery occurs without operation or 
diagnosis. It should be considered when exploration 
of the abdomen fails to reveal any of the diseases 
usually responsible for acute abdominal symptoms. 

Of the three cases reported by Patterson, one was 
a case of acute inflammation, one of torsion of the 
pedicle found during hysterectomy, and one of in- 
carceration in the sac of a femoral hernia. 

CLARENCE C. REED, M.D. 


Gundel, M., and Mayer, F.: Statistics and Fre- 
quency of Appendicitis (Ueber die Statistik und 
Haeufigkeit der Appendicitis). Lrgebn. d. Chir., 
1933, Xxvi, 490. 

Appendicitis is steadily increasing in frequency in 
all countries. Reports in the literature differ as to 
the incidence of the condition in males and females. 
The mortality is inversely proportional to the in- 
cidence of the disease in the various age groups. 
Appendicitis is most frequent between the ages of 
eleven and thirty years. The mortality is highest 
among infants, a fact explained, in part, by the 
difficulties of diagnosis. Chronic appendicitis occurs 
more frequently in women than in men. Acute 
appendicitis during pregnancy is very dangerous, 
its mortality ranging from 30 to 4o per cent in con- 
trast to the general mortality of from 5 to 10 per 
cent. Women of the child-bearing age who have 
had one attack should be urgently advised to have 
an interval operation before pregnancy occurs. 

According to Prinzing’s statistics, the mortality 
is highest in the higher social groups. It varies 
greatly in different countries. In spite of improve- 
ment in the education of physicians, operative tech- 
nique, and transportation facilities, the absolute 
mortality has increased everywhere. In Spain and 
Italy the mortality is lower than in Sweden and 
Scotland. Switzerland has the highest mortality. 
In all countries and at all ages the mortality of 
males is greater than the mortality of females. 

The authors discuss appendicitis in Germany in 
more detail. As compared with the prewar period, 
there has been a 3-fold increase in the morbidity of 
the condition. During the war the morbidity was 
sharply decreased in all countries. In spite of an 
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increase in the absolute mortality, the relative mor- 
tality has fallen. In 1923 the mortality was 2.31 
per cent, and in 1929, 1.58 per cent. In Germany 
the morbidity is higher in females than in males, but 
the mortality is higher in males than in females. The 
morbidity and mortality vary in the different prov- 
inces and states. The mortality is highest in Ba- 
varia, but even there it is considerably lower than in 
Scotland and Sweden. Fatalities are more frequent 
in cities than in rural districts. However, no con- 
clusions may be drawn from this fact as most of the 
patients from rural districts are operated upon in 
city hospitals. While the relative figures for age 
groups show that the mortality is highest after the 
age of fifty years, the absolute figures, which are 
based on the greatest incidence of the disease, show 
that it is highest between the ages of twenty and thirty 
vears. In Germany the cost of appendicitis to the 
state and society is now estimated at 30,000,000 
marks annually and is increasing. 
The article contains numerous tables. 
Franz (Z). 


De Gregorio, E.: Contributions on Twenty-One 
Cases of Rectal Stenosis—The Anorectal 
Syphiloma of Fournier (Aportaciones sobre 21 
casos de estenosis rectal—sifiloma anorectal de 
Fournier). Prog. de la clin., Madrid, 1933, xxi, 764. 


In all of the twenty-one cases reported by the 
author there was a history of the passage of mucopus 
and blood at some time previous to the development 
of the stenosis. De Gregorio says that this may be 
an indication of the beginning of the disease. With 
regard to four patients with a positive Frei test who 
had mild constipation, hyperplasis of the rectal walls, 
and hardened mucosal folds without stenosis, he 
says that later observations will be of interest to 
determine whether stenosis develops or not. In one 
of the cases reviewed the stenosis developed after a 
pelvic abscess which drained through the rectum, 
but there was no adenopathy. In another case, 
rectitis and an annular stenosis developed after the 
formation of an abscess in the intestine 2 cm. above 
the anus and its drainage through the rectum. One 
case of rectal stenosis was that of a woman whose 
husband had been treated for typical lymphogranu- 
lomatosis two years previously. 

All of the cases reviewed were those of females, 
and eighteen of the women were prostitutes. Thir- 
teen gave serological evidence of lues. All had a 
positive reaction to Frei’s and Levaditi’s antigens, 
and twenty reacted positively to D’Melcos’ vaccine. 
These results were contrary to those obtained by 
most other investigators who have found the Frei 
test positive and the Ito-Reenstierna test negative. 

The anorectal syphiloma of Fournier is charac- 
terized by thickening of the walls of the rectum near 
the sphincteric region with loss of elasticity and 
flexibility of the lower intestinal wall but without 
reduction of the lumen or the presence of ulcerations 
or scars. When the cases come under observation 
some degree of stenosis is usually found as the symp- 
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toms in the initial stage are so mild that they are 
disregarded. The lesion sometimes develops rapidly. 
In some of the author’s cases it developed in two or 
three years. 

Three types of stenosis are described: (1) the 
valvular, (2) the annular, and (3) the cylindrical or 
tubular. Mixed types are frequent. The rectal 
mucosa may show strawberry vegetations which 
bleed easily. It may be congested and red, grayish, 
or whitish. Fistulous tracts in the perianal region 
are common. 

Among the factors that have been held responsi 
ble for the condition are syphilis, chancroid infec 
tions (Ducrey bacillus) gonorrhoea, tuberculosis, 
mycoses, lymphogranulomatosis inguinale, and 
traumatism. 

There is much clinical, experimental, biological, 
and anatomical evidence indicating that the condi- 
tion has its origin in lymphogranulomatosis. The 
author summarizes this as follows: 

Clinical evidence: Rectitis and stenosis of the 
rectum have developed following sexual relations 
with persons suffering from lymphogranulomatosis 

Experimental evidence: Lesions of lymphogranu 
lomatosis have been produced in the inguinal glands 
of the guinea pig and in the brain and meninges o/ 
monkeys by inoculation with material from cases o/ 
anorectal vegetations and rectal stenosis. Pus from 
an anal abscess in a typical case of lymphogranu- 
lomatosis with ulcerative anorectitis reacts posi- 
tively as antigen. 

Biological evidence: Frei’s reaction is specific. 
The intravenous injection of antigen is followed by 
a febrile reaction. In cases of lymphogranuloma. 
tosis pus obtained from fistulz of persons with rectal 
stenosis causes a positive intradermal reaction. 

Anatomical evidence: The pathological changes 
in hyperplastic condylomata of the anal folds and 
inguinal lymphogranulomatosis are similar. 

The author believes that the cause will be dis 
covered only by determining whether the rectal and 
retrorectal gland lesions are the same pathologically 
as those of lymphogranulomatosis. The lymphatic 
infection of the region is of great importance in the 
production of the syndrome. The primary infection 
of the lymph glands, usually those of Gerota, ac- 
counts for the location of the stenosis at the level of 
these glands. By retrograde lymphatic drainage 
from these glands the infection extends to the sub 
mucosa and mucosa of the rectum, causing stenosis 
The origin of the infection may be genital, anal, or 
rectal. When it is genital, inguinal adenitis occurs 
and this infection extends to the anal and periana! 
regions. When the origin is anal or rectal, the ana! 
and perirectal lymph glands may be involved firs: 
or may be the only glands involved. In the first 
case an anogenital syndrome with stenosis will result 
and in the second, simple stenosis of the rectum will 
develop provided the infection remains in the peri 
rectal lymphatics. 

The author is of the opinion that in many cases 
the etiological agent may be the agent responsible 
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for lymphogranulomatosis inguinale, but that 
syphilis and chancroid infections may also play a 
part. W. H. Martinez, M.D. 


Ladd, W. E., and Gross, R. E.: Congenital Malfor- 
mation of the Anus and Rectum. Am. J. Surg., 
1934, Xxiii, 167. 

This report is based on a careful study of 162 
cases of anal and rectal abnormalities. 

Following a discussion of the embryology of the 
anorectal region the authors present their own 
classification of anorectal anomalies which is based 
on clinical studies and is of value in determining the 
form of treatment and the prognosis: (1) stenosis 
of the anus; (2) membranous obstruction of the 
anus; (3) imperforate anus, but with separation of 
the rectum from the anus; and (4) anusand anal canal 
normal, but with separation of the rectum from the 
anal pouch. The external anal sphincter is present 
in all 4 types. In 52 per cent of the cases reviewed 
listule of various types were present. 

The symptoms and physical signs in these cases 
are essentially those of complete or partial intestinal 
obstruction. In the reviewed cases of imperforate 
anus and rectal atresia there was complete obstruc- 
tion whereas in the cases of anal stenosis and those 
with fistulae the evidence of intestinal obstruction 
was less marked. In all cases careful examination of 
the anus and rectum yielded sufficient information 
for diagnosis and classification of the case. X-ray 
examination with the infant in the inverted position 
was a valuable aid in determining the distal extent 
of the rectal pouch in cases of imperforate anus and 
rectal atresia. In the first fifteen or twenty hours of 
life even this method is not entirely reliable as some 
time is required for gas to reach the lower intestinal 
tract. 

The treatment varied with the type of case, but 
the essential feature, of course, was the establish- 
ment of continuity of epithelium between the rectum 
and skin to prevent scar formation with constriction. 
The external sphincter was always used to provide 
adequate control. In the cases of stenosis repeated 
dilatation was usually sufficient. When the canal 
could not be dilated, it was excised and the rectal 
mucosa was brought down. In cases of membranous 
imperforate anus a cruciate incision followed by 
dilatations was sufficient. The cases of Groups 3 
and 4 presented the greatest problems. The 
majority of these were operatel upon by the 
perineal approach. The rectum in such cases was 
brought down through the external sphincter and 
the mucosa sutured to the skin. When the rectal 
pouch was not long enough to permit this, colostomy 
was performed. However the perineal operation 
was possible in the majority of the cases—86 per 
cent of those of Group 3 and 66 per cent of those of 
Group 4. When fistula were present it was found to 
be expedient to vary treatment according to the 
location of the fistula. The lower ones (rectoperi- 
neal, rectofossa navicularis, and rectovaginal) were 
relatively easy to close when the rectal abnormality 
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was corrected during the first few days of life. The 
higher ones (recto-urethral and rectovesical) were 
difficult to reach through a perineal incision. Con- 
sequently it was found best to delay treatment of 
these until the patient attained the age of eight or 
nine years. 

In the total number of cases there were 43 deaths. 
Twelve were directly attributable to associated 
congenital abnormalities. This leaves a mortality 
rate of approximately 19 per cent for the anorectal 
abnormalities and their complications. As might be 
expected, the mortality was lowest (9.5 per cent) in 
the cases of Group 1 and highest (61.6 per cent) in 
those of Group 4. T. BANForp Jones, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Schiassi, B.: Calculosis of the Gall Bladder (La 
calculose de la vésicule biliaire). J. de chir., 1934, 
xliii, 8. 

Since cholecystectomy was first performed by 
Langenbeck in 1882, it has become a standard opera- 
tion which is carried out in thousands of cases of 
cholelithiasis yearly. However, regardless of its 
popularity, experience has gradually demonstrated 
that it is currently undertaken with much more 
optimism than is justified by its results. According 
to one authority, complications occur in 50 per cent 
of the cases in which it is done. 

For many years the author has been reluctant to 
remove the gall bladder, and since 1900 he has been 
an active opponent of cholecystectomy as a routine 
measure. Whenever possible he has limited opera- 
tion for cholelithiasis to evacuation of the gall blad- 
der followed by complete closure, believing that the 
gall-bladder possesses important functions and 
therefore should be conserved. 

When the sphincter of Oddi opposes the flow of 
bile into the duodenum the gall bladder acts pas- 
sively as a reservoir. While the bile remains in 
the gall bladder, the gall bladder concentrates it 5 
times by removing part of its water content. By 
active contraction (the claims of Winklestein not- 
withstanding) the gall bladder empties its contents 
into the duodenum at the moment when the chyme 
is most abundant. 

Following cholecystectomy the sphincter of Oddi 
loses its tonicity and the flow of bile into the duo- 
denum becomes continuous or the tonus of the 
sphincter is retained and the common duct and the 
hepatic ducts with their first branches become di- 
lated and assume the function of the gall bladder. 

The pathological changes following cholecystec- 
tomy include progressive destruction of the epithe- 
lium and fibrosis of the walls of the larger bile ducts, 
conditions favoring infection of the biliary tract, 
an increase in intestinal putrefaction and in the 
virulence of the intestinal flora, reduction of pan- 
creatic secretion by at least two-thirds (Iverson), 
and interference with the digestion of fat. These 
are the intrinsic effects of the operation. Possible 
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extrinsic effects include pancreatitis, pericholedochal 
adhesions, periduodenitis and pericolitis with ad- 
hesions and stenosis, and biliary fistula. Because of 
the frequency of these complications Rosenthal 
said, ‘‘Never promise a patient about to undergo 
cholecystectomy that he will not suffer after the 
operation.” The mortality from peritonitis, hemor- 
rhage, shock, and hepatic degeneration after the 
operation is not inconsiderable. The hepatic 
changes are especially important. 

Schiassi performs cholecystectomy only when the 
walls of the gall bladder are altered to such a degree 
that the function of the organ as a contractile reser- 
voir is seriously limited. He states that in cases in 
which the gall bladder wall is only moderately 
thickened, the mucosa is only slightly ulcerated, 
and the serosa is smooth and pale, cholecystostomy 
is sufficient. When the serosa is smooth, the other 
tunics are little thickened, and the mucosa is free 
from ulcerations cholecystendysis is the operation 
of choice. This consists in liberation of the gall 
bladder and evacuation of the calculi followed by 
complete closure. It was first performed by Loreta 
of Bologne in 1875. The author shows the technique 
by illustrations. He and his colleagues have ob- 
tained satisfactory results from cholecystendysis 
in 314 cases. ALBERT F. De Groat, M.D. 


Lauwers, E.: The Surgical Treatment of Cancer of 
the Ampulla of Vater (Traitement chirurgical du 
cancer vatérien). J. de chir., 1933, xlii, 833. 


Of the cancers of the small intestine, those of the 
duodenum are the most common. They usually 
occupy the ampulla of Vater and may arise from the 
ampulla itself, the duodenal mucosa, the duct of 
Wirsung, or the head of the pancreas. 

Depending upon the origin of the tumor, the first 
result of cancer of the ampulla is obstruction to the 
flow of bile or the pancreatic secretion. Practically, 
however, the initial symptom is always icterus. The 
icterus may be slight and intermittent, but usually 
is continuous and becomes progressively more in- 
tense. When there is complete biliary obstruction 
the feces are clay colored and heavily charged with 
fat and proteins and the urine is highly pigmented. 
When there is a complicating biliary infection epi- 
gastric pain and fever occur. Eventually, hepatic 
degeneration and toxic nephritis develop and the 
tient dies with oliguria, vomiting, and deepening 
coma. 

Physical examination reveals no tumor. The liver 
is large and, unless cholelithiasis complicates the 
picture, the gall bladder is dilated. 

Cholecystography shows only the absence of a 
gall-bladder shadow. Roentgen examination of the 
gastro-intestinal tract may reveal hyperperistalsis 
in the duodenum and occasionally a small defect in 
the inner border of the shadow of the second portion. 

Analysis of the duodenal contents and of the feces 
for blood is usually negative. 

In the differential diagnosis, stone in the common 
duct, chronic pancreatitis, and carcinoma of the pan- 
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creas must be ruled out. In cases of stone in the 
common duct pain precedes the icterus and the ic- 
terus is intermittent. In chronic pancreatitis and 
carcinoma of the pancreas there is a palpable tumor. 

The treatment of cancer of the ampulla may be 
palliative or radical. Palliative operation consists of 
internal or external drainage. The results of both 
types of drainage are poor. According to Gosset, the 
mortality of internal drainage is 75 per cent and that 
of external drainage 70 per cent. The radical opera- 
tion consists of removal of the tumor. This was first 
performed by Halstead in 1898. The patient died 
seven months later from recurrence. In 1900, Mayo 
reported the case of a patient who survived the 
operation two years. At the present time about 
sixty-four cases are on record. In fifty-seven the 
operation was done in one stage. In fifty-one the 
tumor was removed by the transduodenal route; in 
two, by the retroduodenal route; and in two, 
through the common duct. In two instances a seg. 
ment of the duodenum was resected. Among the 
seven two-stage operations cholecystostomy was 
performed twice, drainage of the common duct 
twice, cholecysto-enterostomy three times, excision 
of the tumor by duodenotomy five times, and ex- 
cision of the tumor by resection of a segment of the 
duodenum twice. 

The value of the radical operation depends upon 
the variety of the tumor. Tumors originating in the 
terminal portion of the common duct, in the duct of 
Wirsung, or in the duodenal mucosa possess the 
degree of malignancy common to cancers of the in- 
testine and metastasize to the regional lymph nodes. 
True tumors of the ampulla remain strictly localized 
for long periods. 

The difficulties of a radical operation are much 
less formidable than is generally supposed. Whether 
the operation is performed in one or two stages, the 
first step should be diversion of the flow of bile. 
External drainage is to be condemned. For interna! 
drainage a choice may be made between cholecysto- 
gastrostomy, cholecystenterostomy, and choledocho- 
enterostomy. Cholecystogastrostomy is undesirable 
because the gastric juice eventually damages the 
gall-bladder mucosa. Most surgeons anastomose the 
common duct to the duodenum. When this is done 
by Coffey’s method there is no reflux of the duo- 
denal contents. When the gall bladder is dilated, an 
anastomosis with the jejunum is preferable. A long 
loop of jejunum or the Y anastomosis of Montprofit 
should be used. The latter eliminates the danger of 
angiocholitis. 

Depending upon the patient’s general condition, 
the second stage of the operation, removal of the 
tumor, may be performed immediately or delayed 
for two weeks. The initial exploration to establish 
the presence of the tumor must be direct, through an 
incision of the duodenum. The tumor is often no 
larger than a pea and may be overlooked if only pal- 
pation of the duodenum is done. As the tumor is 
often friable or mobile, sounding of the common duct 
may also lead to error. The duodenum should be 
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mobilized and then opened by an incision along the 
right border. The tumor has the appearance of a 
small cauliflower growth or an ulcer. When it is a 
cauliflower growth it has arisen in the ampulla and 
is sharply outlined. When it suggests an ulcer it is a 
malignant intestinal cancer and the surrounding 
mucosa is indurated. To excise the ampulla a cir- 
cular incision should be made. Usually this need be 
no deeper than the submucosa. If the muscularis is 
included, the pancreatic duct must be re-implanted 
in the duodenum and the common duct ligated at 
its origin. 

Resection of the duodenum with or without the 
head of the pancreas is a difficult and shocking opera- 
tion. Moreover, for cancer of the ampulla it is more 
extensive than necessary, and for cancer extending 
beyond the limits of the ampulla it falls short of a 
rational operation for malignancy. Coffey has sys- 
tematized the technique, but the procedure has been 
attempted only five times. 

Radium therapy has apparently been employed 
only rarely. In one case, Abell (1924) fixed the 
radium in close contact with the tumor through a 
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duodenal incision and for removal attached it to a 
heavy thread previously introduced by mouth. 
Handley (unpublished case) introduced needles into 
the neoplastic mass by the retroperitoneal route and 
brought the threads to which they were attached out 
of the abdomen through a large drain. Because of 
the marked oedema produced by the radium and the 
menace of complete duodenal obstruction, a prelimi- 
nary gastro-enterostomy is essential. 

The author gives the histories of two personal 
cases. Both patients were operated upon in one 
stage. Internal drainage of the bile was established 
by a Y cholecystojejunostomy. A generous loop of 
the upper end of the jejunum was sectioned and the 
lower end passed through the transverse mesocolon 
and implanted in the gall bladder. The upper end 
was anastomosed to the side of the lower segment of 
the loop, end to side. In both cases the tumor was 
small and could be excised by an incision of the 
mucosa and submucosa alone. When seen respec- 
tively nine and forty-six months after the operation, 
the patients were in good health. 

ALBERT F, De Groat, M.D. 
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UTERUS 


Pfahler, G. E., and Vastine, J. H.: Irradiation in 
the Treatment of Fibromyoma of the Uterus. 
Am. J. Roentgenol., 1934, xxxi, 51. 


The authors believe that irradiation is the treat- 
ment of choice for: (1) all cases of fibromyoma in 
women near or past the menopause in which the 
tumor extends no farther than midway between the 
symphysis and umbilicus, is not undergoing degen- 
eration, and is not causing intolerable pressure symp- 
toms; (2) all cases of fibromyoma in women with 
marked organic heart disease, diabetes, nephritis, 
pulmonary tuberculosis, or other constitutional con- 
dition which would contra-indicate surgical removal; 
and (3) all cases of large fibroids in which immediate 
operation is contra-indicated by anemia. 

It is contra-indicated by: (1) malignancy of the 
uterus or adnexa; (2) tumor masses extending far- 
ther than midway to the umbilicus, unless operation 
is refused or there is a definite contra-indication to 
operation (in which case irradiation is justified for a 
fibromyoma of any size); (3) pedunculated or sub- 
mucous tumors (the results in the treatment of such 
tumors are less favorable as the bleeding often con- 
tinues after the irradiation) ; (4) large fibromyomata 
which are producing distressing pressure symptoms 
and yield to irradiation too slowly; and (5) fibro- 
myomata which have undergone cystic degeneration 
or are gangrenous. 

In the cases of young women with the desire for, 
and the possibility of, pregnancy, myomectomy is 
the treatment of choice. If operation is refused or if 
myomectomy is impossible, treatment by irradiation 
is justified. Care must be taken to protect the 
ovaries. 

The advantages of roentgen therapy are sum- 
marized as follows: 

1. Roentgen rays are almost universally available. 

2. They are more useful than radium as they 
produce a more direct and homogeneous effect on 
the tumor as well as on the ovaries. 

3. Roentgen therapy can usually be applied with- 
out seriously interfering with the patient’s occu- 
pation. 

4. It is less expensive as hospital costs are avoided. 

5. The effect is produced more gradually than by 
operation or radium irradiation. 

6. It eliminates nervous shock as well as any 
objection to intra-uterine applications. 

7. It produces no caustic action on the endo- 
metrium. 

The authors use 200 kv., 4 ma., a filter of 0.5 mm. 
of copper, and a distance of 50 cm. In cases of small 
fibroids they employ three portals, one anterior and 
one through each sacrosciatic notch, the central rays 


being directed through the uterus. If the tumor is 
very large, more portals must be employed and 
great care must be taken to prevent fat necrosis 
from cross-fire on the subcutaneous tissue. As a rule 
the authors give 50 per cent doses serially through 
each of the three fields until 100 per cent is given 
through each field. In cases of large tumors, twice 
this amount is necessary. Because of the danger of 
fat necrosis, fibrosis, telangiectasis, and cross-fire 
effects on the subcutaneous tissue near the surface, 
the authors avoid giving more than a total of 250 
per cent through any abdominal field. 

With regard to radium therapy the authors state 
that as a patient may have both a fibroid and a car- 
cinoma of the body of the uterus, they perform a 
dilatation and curettage before introducing the 
radium. If the pathologist’s report shows malig- 
nancy, the radium is left in place for a longer period 
of time. In cases of small fibroids a single applica- 
tion of radium is usually sufficient. A polyp or endo- 
cervicitis associated with the fibroid will also be 
treated successfully by this single procedure. Ra- 
dium usually causes cessation of the hemorrhage. 

The authors use their own applicator, which is 
curved like a uterine sound and will accommodate 
two or three so-mgm. capsules. The radium is 
screened with 1 or 2 mm. of platinum and 0.5 mm. 
of hard rubber or aluminum and is left in place for 
from twenty-four to forty-eight hours, depending 
upon the condition present. The vagina is well 
packed both to keep the applicator in place and to 
displace the bladder and rectum. In cases of large 
fibroids and cases of malignant disease the authors 
used both radium and deep roentgen therapy. 

ALBERT M. Vo.timer, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rubovits, W. H., and Kobak, A. J.: Failures in 
Tubal Sterilization (Madlener). Am. J. Obst. & 
Gynec., 1934, XXvii, 12. 

Two cases in which the Madlener tubal steriliza- 
tion was followed by pregnancy were studied by 
serial sections. Each case represented a different 
manner of restoration of the function of the tubes 
One tube appeared to have recovered its patency by 
an endosalpingiosis whereby an approximation of the 
tubes shunted the loop of crushing and ligation. The 
other tube recovered its function because the liga- 
ture cut through one loop and encircled the other 
portion with little constriction. 

In two cases X-ray examination showed lipiodo! 
passing through the portion of the tube operated 
upon without a free spill into the abdominal cavity. 

The authors conclude that the results of the Mad- 
lener operation must be checked by lipiodol visuali- 
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zation at a later date. X-ray examination is of value 
also in the study of histological segments of re- 
opened tubes-when they are removed. 

Epwarp L. Cornet, M.D. 


Cornil, L., Mosinger, M., Imbert, R., and Harvey, 
R.: A Histogenetic Classification of Tubal 
Epitheliomata (Sur une classification histogéné- 
tique des épithéliomas tubaires.) Gynéc. et obst., 
1933, XXVili, 561. 


Tubal epitheliomata are rather rare, only 400 
cases having been reported in the literature to date. 
tlowever, their apparent rarity may be due to neg- 
lect on the part of pathologists to examine extirpated 
‘ubes. Lecéne and Hamant are of this opinion. In 
a systematic study of suspected tubes during the 
past year the authors found 2 cases of tubal epi- 
thelioma and 1 case of benign wolffian tumor of the 
tubal wall. Wolffian dysembryoplasia is not rare. 

The symptoms of tubal epithelioma are not char- 
acteristic. Of the 2 epitheliomata reported by the 
authors, the first was a papillary epithelioma and 
the second a microcystic, partly solid, tubular tumor 
springing from the tubal wall. Two theories as to 
the origin of the latter are offered, the first that the 
tumor developed on an endometrioid basis, and 
second that it was due to wolffian dysembryoplasia. 
The authors question the theory that in primary 
tubal epithelioma the serosa is always intact and its 
extension is always exophytic. The primary nature 
of a tubal epithelioma must be determined by ex- 
cluding the possibility of ovarian or uterine metas- 
tasis. Another factor leading to confusion is the 
marked histological resemblance between tubal 
epithelioma and the wolffian tumors, i.e., a papillary 
structure and an epidermoid evolution. 

The following suggest wolffian tumor: (1) a tend- 
ency toward cyst formation, (2) a mucoid evolution, 
and (3) phenomena of cellular degeneration. 

When a uterine tumor and a tubal tumor are 
associated the tubal tumor may be a metastasis 
from the uterine tumor if the uterine os is invaded 
and a papillary structure is lacking. The tubal 
epithelioma is primary if the uterine metastasis is 
papillary. In these cases the os uteri remain intact. 
The two tumors may develop simultaneously. 

It is sometimes extremely difficult to differentiate 
sarcoma from epithelioma of the tubes especially as 
there are true tubal sarco-epitheliomata. Simple 
hyperplasia may often simulate cancer. 

In conclusion the following 3 histogenetic types of 
tubal tumor are distinguished: 

1. Orthoplastic epithelioma presenting 2 types 
of growth, i.e., endophytic and exophytic. 

2. The metaplastic epithelioma developing on an 
endometrioid basis at the expense of pre-existing 
mucoid islets. 

3. The wolffian dysembryoplastic epithelioma. 

At a certain stage of development a histogenetic 
diagnosis of these tumors is impossible. This ex- 
plains the confusion in published morphological 
descriptions. Evita ScHANCHE Moore. 
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Melnick, P. J., and Kanter, A. E.: Theca-Cell Tu- 
mors of the Ovary. Am. J. Obst. & Gynec., 1934, 
XXVii, 41. 

Certain ovarian tumors exert hormonal effects. 
Of the feminizing type there are two, the granulosa- 
cell tumors and the theca-cell tumors. Theca-cell 
tumors have been recognized only recently. The 
authors report two such tumors which caused hyper- 
plasia of the myometrium and endometrium and 
postclimacteric bleeding. In one case the bleeding 
was periodic, resembling the normal menstrual cy- 
cle. The tumors are composed of cells which have 
the histological characteristics of theca interna cells. 
Apparently they secrete theelin. This conclusion is 
supported by considerable experimental and deduc- 
tive evidence from the literature indicating that the 
theca cells secrete the estrogenic hormone. 

Unfortunately, the tumors reported were formalin 
fixed before implantation experiments could be car- 
ried out, and no blood or urine tests for hormone 
were made. 

The authors conclude that in cases of bleeding 
after the menopause in which nothing of an etio- 
logical nature is found in the systemic or local exami- 
nation and curettage is unsuccessful, colpotomy 
should be done and the ovaries examined for tumors. 

Epwarp L. Cornett, M.D. 


Kleine, H. O.: The Status of Granulosa Carcino- 
mata of the Ovary from the Clinical, Histo- 
logical, and Radiological Standpoints (Dic 
Sonderstellung der Granulosacarcinome des Ova- 
riums in klinischer, histologischer und _ strahlen 
therapeutischer Hinsicht). Strahlentherapie, 1933, 
xlvii, 326. 


The author reports twelve cases of granulosa car- 
cinoma of the ovary. The endocrine effect of this 
tumor, which depends on the function of the 
granulosa epithelium, is manifested strikingly by 
stimulation of the growth of the mammary glands, 
the myometrium, and especially the tubal mucosa 
and the endometrium, as was first shown by Meyer. 
Glandular hyperplasia of the endometrium is 
practically pathognomonic of granulosa carcinoma. 
Heterotopic invasions of the uterine wall by the 
endometrium have also been demonstrated. As a 
rule there are uterine hemorrhages. These are par- 
ticularly apt to occur when the tumor develops in 
childhood or after the menopause. 

The author observed a case of granulosa carcinoma 
in a child of three and one-half years, the youngest 
patient with this disease to be recorded in the 
literature to date. 

The author’s studies demonstrated for the first 
time that the pituitary gland may show no charac- 
teristic histological changes in cases of granulosa 
carcinoma. Two of his patients had widespread 
metastases, evidence of the carcinomatous nature 
of these tumors. 

Morphological, embryological, and hormonal 
experimental investigations support the assumption 
that these ovarian blastomata arise from the 
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granulosa epithelium, and demonstrate that women 
in the child-bearing age become normal after extir- 
pation of the tumor. 

Like others, the author has found granulosa car- 
cinomata highly radiosensitive. Partially extirpated 
tumors have been treated successfully by X-ray 
irradiation. 

Many previous reports concerning the radio- 
sensitivity of malignant ovarian tumors are worth- 
less because of their lack of histological data. All 
reports of cures of ovarian tumors by irradiation 
should include a detailed description of the histo- 
logical findings. Hans O. Neumann (G). 


MISCELLANEOUS 

Grigorieva, A. F., Morosoff, A. N., and Serdukoff, 
M. G.: The Influence of Opaque and Caustic 
Substances on the Organs and Tissues of the 
Lesser Pelvis. An Experimental Study (Sur 
l’influence des substances opaques et caustiques sur 
les organes et tissus du petit bassin. Etude experi- 
mentale). Gynéc. et obst., 1933, xxviii, 608. 


Hysterosalpingography is employed to determine: 
(1) the condition of the uterine cavity; (2) the rela- 
tions between the cervix and body of the uterus; 
(3) the relief of the mucosa and its condition; 
(4) the presence of submucous tumors and polyps 
in the uterine cavity; (5) the topography, con- 
figuration, and size of the uterine cavity in cases of 
tumor of different types; (6) the presence or absence 
of pregnancy elements in incomplete abortion; 
(7) the presence of extra-uterine pregnancy; (8) the 

resence of uterine genital parts in certain terato- 
ogical cases; (9) the presence of obstruction and 
constriction of the fallopian tubes; and (10) the 
depth and topography of the artificial vagina formed 
by the operations of Baldwin and Muri. 

The various opaque substances used differ in 
their irritating effect on the tissues of the genital 
organs. Those most commonly employed are 
lipiodol, iodipin, engyrol, orgochron, collargol, and 
sodium bromide. In order to study the effect of 
these substances on the tissues more carefully the 
authors carried out a series of thirty-four experi- 
ments on dogs, injecting the various substances into 
the uterus and tubes under pressure, without pres- 
sure, and under normal conditions. The technique 
and results of the experiments are reported in detail, 
and the following conclusions are drawn: 

1. The clearest roentgenograms are obtained 
with the use of lipiodol and barium emulsion. 

2. According to control roentgenograms, lipiodol 
“pn in the normal uterus for nearly two weeks. 

ts presence after two weeks indicates an imperfect 
uterus and a pathologico-anatomical process. 

3. In the pregnant uterus the opaque masses 
distribute themselves in a peculiar manner between 
the coverings of the fetus and the uterine walls, 
forming spots of different sizes. 

4. Roentgenography does not always show the 
quantity of residual opaque substance which is 
present in the walls of the uterus and can be demon- 
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strated only by histological examination. This may 
be explained in part by defective roentgenographic 
technique and in part by the distribution of opaque 
substances in process of dissolution, which cannot 
be shown in the film. 

5. In the different experiments with lipiodol the 
effects on the tubo-uterine wall were quite different. 
After insufflation under pressure the incidence of 
changes was 75 per cent and the atrophic changes 
were marked. After insufflation without pressure 
the incidence of changes was 40 per cent and 
atrophy was less pronounced or wholly absent. 

6. Lipiodol is resorbed in two weeks in the nor- 
mal uterus, but persists longer than two weeks in 
non-developed uteri or in inflammatory or de 
generative conditions of the latter. 

7. Satisfactory results were obtained with barium 
emulsion without any change in the uterus. 

8. Leucorrhcea after the injection of iodine is 
transitory. 

9. The resorption of the opaque substances occurs 
by continual penetration of the latter into the wal! 
of the uterus to the peritoneal layers. 

10. The changes in the ovaries manifested b\ 
diminished function were noted only when iodine 
was used and those manifested by marked hyper 
emia of the ovaries and the whole peritoneun 
when nitrate of silver was used. 

11. In all of the experiments with lipiodol anc 
barium no change was observed in the ovaries, the 
peritoneum, or other tissues of the smaller pelvis 

12. When the indications and contra-indications 
are carefully considered and a correct technique is 
used, hysterosalpingography is free from danger. 

EpitH ScHANCHE Moore. 


Mazer, C., and Katz, B. R.: Clinical Evaluation of 
Combined Prolan and Anterior Pituitar) 
Therapy. Endocrinology, 1933, xvii, 709. 


Mazer and Katz studied the effect of prolan an! 
extract of the anterior lobe of the pituitary glani 
when used individually and combined. By “prolan”’ 
they mean the anterior pituitary-like substance ol) 
tained from the urine of pregnant women. In the 
reports in the literature and in his own experience, 
Mazer found that only 1o per cent of amenorrhori 
women respond to prolan alone. However, prola: 
has a favorable effect on functional uterine bleeding 
due to pituitary deficiency. The explanation is tha‘ 
amenorrhoea and oligomenorrhoea are due to more 
severe pituitary deficiency than functional bleediny 
and require more stimulation than prolan can pro 
duce; that there is a variability of species response ; 
and that, in the human being, prolan cannot stimu 
late primordial follicle development though it has « 
marked luteinizing effect. 

The work of other investigators has indicated « 
biological dissimilarity between prolan and the 
hormone of the anterior lobe of the pituitary gland 

Prolan was found to stimulate the prehormone 0/ 
the anterior lobe of the pituitary gland into an 
active sex hormone. 


GYNECOLOGY 


The authors confirmed the findings of Evans in 
rats and of Leonard in rabbits that the combina- 
tion of extract of the anterior lobe of the pituitary 
gland and prolan causes a much greater ovarian 
response than either of the two products employed 
individually. There appeared to be an unknown 
principle in the pituitary extracts which, when em- 
ployed individually, produced no gonadotropic or 
growth effects, but when used in combination with 
prolan produced ovarian stimulation far greater 
than that produced by prolan alone. 

Fifty patients with amenorrhcea or oligomenor- 
rhoea were given three weekly injections of 4 c.cm. 
of pituitary extract and from 30 to 40 rat units of 
prolan. The number of injections varied from 
twenty to sixty. Only nineteen of the entire group 
of fifty responded to the injections by six or more 
menstrual flows at regular intervals and of fair 
quantity. A few menstruated while under treat- 
ment, but did not continue to menstruate after the 
treatment was stopped. Only one of the nine women 
suffering from hypomenorrhcea responded to the 
treatment. 

The best results were obtained in cases of definite 
pituitary deficiency. Thirteen of the twenty-four 
women classified in this group responded favorably 
to the treatment, while only one of thirteen women 
suffering from primary ovarian failure was benefited. 
The authors describe the characteristics of the 
patients with pituitary or ovarian deficiency. 

Primary dysmenorrhoea was not influenced by the 
injections of pituitary extracts and prolan. 

A. F. Lasu, M.D. 


Sommer, S.: The Serum Diagnosis of Gonorrhea 
in the Female (Zur Frage der Serodiagnose der 
weiblichen Gonorrhée).  Ziéschr. f. Geburtsh. wu. 
Gynaek., 1933, cvi, 185. 

In a study of the practical value of the comple- 
ment-fixation reaction in gonorrhoea the author ex- 
amined 308 sera. “‘Compligon”’ and a preparation 
of the Department of Public Health of Prague were 
employed as antigens. These 2 preparations proved 
to be equally reliable. 

Of 106 cases of chronic gonorrhoeal adnexitis, the 
causal organism could be demonstrated bacterio- 
logically in only 27 per cent, whereas the serological 
examination was positive in 95 per cent. A strongly 
positive and a positive reaction constitute strong 
presumptive evidence of the presence of gonorrhcea, 
but a weakly positive and slightly positive reaction 
must be interpreted in conjunction with the clinical 
findings and are indications for further study of 
the case. 

In acute gonorrhoea a positive reaction is very 
rarely observed before the fourteenth day. There- 
fore the significance of the test is much less in super- 
ficial processes limited to the mucous membrane 
than in chronic adnexitis. 

In metastatic lesions of gonorrhea, a positive re- 
action may be expected in practically all cases. The 
reaction is positive also in the cases of patients who 
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have previously received injections of gonococcus 
vaccine. 

As a rule the reaction continues to be positive for 
from two to five months after ¢linical cure. 

With regard to the specificity of the reaction in 
cases of serum-positive lues, the author believes 
that only luetics who had a gonorrhoeal infection 
previously have a frankly positive complement- 
fixation reaction for the gonococcus. 

In conclusion, Sommer advises routine serological 
tests for the gonococcus in cases of gynecological 
inflammation. WALDEYER (G) 


Vidakovié, S.: The Gonococcus Complement Reac- 
tion in Gynecological Inflammatory Diseases 
(Go-Komplementreaktion bei den gynaekologischen 
entzuendlichen Erkrankungen). Lijeé. vijesnik, 
1933, lv, 408. 


Up to the present time the gonococcus comple- 
ment reaction has seldom been employed in gyne- 
cology although it may be of value in the differential 
diagnosis in many instances of pelvic inflammatory 
diseases. A differential diagnosis between puerperal 
septic, tuberculous, luetic, and gonorrhceal infec- 
tions on the basis of the history, clinical findings, 
and pelvic examination is often very difficult. In 
chronic gonorrhoea, microscopic examination of 
the cervical and urethral discharge is usually nega- 
tive whereas the gonococcus complement reaction 
is positive. Siegert-Schultze and Bruehl obtained a 
positive gonococcus complement reaction in 75 per 
cent of their cases, while Bucura, using his method 
of withdrawing and testing blood from the portio 
and the venous circulation, made a correct diag- 
nosis in from go to 100 per cent of his cases. 

In the author’s chronic cases the blood taken from 
the portio gave a somewhat stronger reaction than 
the venous blood. In some cases the reaction of 
portio blood was positive when that of the venous 
blood was negative. In no instance was the reac‘ion 
of the venous blood stronger than that of the portio 
blood. The test for syphilis was made at the same 
time. In four of seventy-five cases the complement 
reaction was positive, a finding of great importance 
in the treatment. In one group of cases in which, 
although gonorrhoea was strongly suggested both 
clinically and by the findings of palpation, the 
gonococcus complement reaction was constantly 
negative and the condition resisted all forms of 
conservative treatment, operation revealed tuber- 
culous salpingitis. It is emphasized that the 
gonococcus complement reaction was negative in 
many cases with clinical findings suggesting gonor- 
trhoea. In such cases further investigations are 
necessary. G). 


Léo, G.: Observations on Parasitism in Gynecology 
(Notes sur le parasitisme en gynécologie). Rev. 
frang. de gynéc. et d’obst., 1933, Xxvili, 834. 


Three common gynecological diseases caused 
mainly by parasites are described. The author first 
reports ten cases of dysmenorrhcea due to helmin- 
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thiasis. Some of these cases were under observation 
for a number of years. Most of the women showed 
the characteristic symptoms of intestinal parasitic 
infestation. Some of them had nervous symptoms 
such as headache, giddiness, insomnia, and picking 
of the nose. The others consulted the author be- 
cause of gastro-intestinal symptoms, especially foul 
breath, salivation, abdominal discomfort, irregular 
movements of the bowels, and intense itching about 
the anus. Some of them had a pale or sallow skin 
and sunken eyes. The parasites found were the 
oxyuris or ascaris or both. In one case the blasto- 
cystis hominis, and in another, a rare form of in- 
testinal trichomonas, the lamblia, was discovered in 
the stools. The severe dysmenorrhvea was either 
relieved or cured by the administration of anthel- 
mintics and cathartics. 

The author next discusses infestation with trich- 
omonas. He cites Riff, who claims that the 
trichomonas vaginalis is incapable of injuring nor- 
mal vaginal epithelium, but in the presence of even 
microscopic lesions of the vaginal mucosa it causes 
the trichomonas vaginitis which is characterized by 
a profuse watery, yellowish and frothy discharge. 
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This discharge produces multiple erosions and some- 
—_ even papillomatous growths of the vaginal 
wall. 

The trichomonas also causes persistent pruritus 
vulve. Cotte claims that nine of ten cases of vulvar 
pruritus are due to it. The parasite may even invade 
the cavity of the uterus. 

Schmid and Kamniker found that pregnant 
women harboring the trichomonas in the vagina 
have a high postpartum morbidity. Therefore it is 
advisable to examine the vagina for trichomonas 
before every confinement and every gynecologica! 
operation. The best treatment is the application 
of a 50 or 100 per cent solution of silver nitrate 
twice weekly. 

For all persistent cases of vulvovaginitis in chil- 
dren the author advocates the use of a vermifuge 
because this infestation is often aggravated by a 
subinfestation with oxyuris vermicularis. He cites 
two cases of severe vulvovaginitis with gastro 
intestinal and nervous manifestations in girls six 
and three years of age. In these cases a vermifuge 
not only cleared up the discharge, but also relieved 
the general symptoms. Isaac ANpRussIER, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Jonas, A. F., Jr.: An Evaluation of Signs and Symp- 
toms in the Diagnosis of Extra-Uterine Preg- 
nancy. A Review of Ninety Cases. New /ng- 
laxd J. Med., 1933, Ccix, 1324. 


Ectopic pregnancy occurs slightly more often in 
the right tube than in the left. 

The most constant and important symptom is 
pain. In the typical case, irregular colicky pain in 
the lower abdomen occurring over a period ranging 
from hours to weeks or a mild sense of distress or 
discomfort is followed by severe pain of sudden on- 
set. The severe pain is sharp and knife-like, colicky, 
or of a bearing-down character like the pain of labor. 
Radiation of the pain is infrequent. 

Although most textbooks state that amenorrhoea 
is a feature of the condition, bleeding occurred at 
some time in 90 per cent of the cases reviewed. The 
blood was usually fresh, and occasionally there were 
gushes of bright red blood. The bleeding often 
resembled the normal menstrual flow. 

Vomiting distinct from that of morning sickness 
occurred in about one-fifth of the cases. Tender- 
ness in the hypogastric region, vaginal tenderness, 
and pelvic masses were present quite regularly. 

In the acute cases, that is, those operated upon 
within forty-eight hours, the onset of the acute pain 
was usually marked by recurrence or an increase of 
the flowing. The pain was often excruciating and 
there was marked tenderness. Examination seldom 
revealed a palpable mass, but disclosed spasm and 
frequently shifting dullness. Signs of acute blood 
loss, such as air hunger, a rapid pulse, sweating, and 
apprehension, were limited to this group of cases. 
The white blood-cell count was considerably ele- 
vated, varying from 9,000 to 37,000 and averaging 
18,200. There was usually a slight rise in the 
temperature. Cuartes F. DuBots, M.D. 


Fikentscher, R.: Investigations of the Porphyrin 
Content of Human Amniotic Fluid (Unter- 
suchungen ueber den Porphyringehalt des mensch- 
lichen Fruchtwassers). Arch. f. Gynaek., 1933, cliv, 
129. 

The increased occurrence of porphyrin during 
fetal life and its relationship to the growing organism, 
the presence of coproporphyrin in the meconium, 
and the affinity of uroporphyrin for developing 
bone have attracted the attention of obstetricians. 
Since porphyrin can be demonstrated in the amniotic 
fluid of animals, the question arises whether it is 
present also in human amniotic fluid and, if so, in 
what concentration and at what periods of gestation. 

For making quantitative determinations the 
author has developed a special method based upon 
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measurement of the luminescence. ‘The determina- 
tions made with the photometer (Stufenphotometer) 
are of importance because of the low concentrations. 
The prerequisites of the method and its sources of 
error are discussed, and a description of the tech- 
nique is given. One hundred and twenty qualitative 
and 107 quantitative determinations were made. 

A porphyrin pigment could be demonstrated 
qualitatively in human amniotic fluid. It was 
identical with coproporphyrin. A search for other 
porphyrin compounds was unsuccessful. The con- 
tent of porphyrin varied definitely during the 
course of gestation. At the beginning of embryonic 
development it could not be measured, and at the 
end of gestation, no porphyrin could be detected in 
the majority of cases. The highest concentration 
was found approximately at the middle of gestation. 
Computation of the absolute content in relation to 
the amount of amniotic fluid showed that the total 
amount also undergoes a relative decrease during 
the last months of pregnancy. The studies appear 
to show that porphyrin does not have its origin 
in the fetal urine. Its source, fate, and réle are not 
yet explained. Guenter K. F. Scuuttze (G). 


Slobozianu, H., and Herscovici, P.: Placental 
Transmission of Gonococcic Infection to the 
Fetus (La transmission diaplacentaire de l’infection 
gonococcique chez le foetus). Gynéc. et obst., 1933, 
XXViii, 601. 

In the literature on the problem of heredity of 
infections no mention is to be found of placental 
transmission of gonococcic infection. However, 
there are reports of cases which demonstrate a 
congenital transmission of this infection and afford 
an explanation of a series of disorders that would 
otherwise remain unexplained. 

In ro11, Leidenius reported the case of an infant 
ten days old who suffered from gonococcic arthritis 
with gonococci in the articular fluid. The child had 
no ophthalmia nor any other mucosal localization 
of the infection. The mother had gonococci in the 
lochia. 

In 1924, Finkelstein, citing the works of Noor- 
trém, Lind, and Vasseu, admitted that, in rare 
instances, a gonococcic pyemia might be trans- 
mitted to the infant during intra-uterine life. 

In 1925, Fischer reported a case of gonococcic 
arthritis without an evident portal of entry and ad- 
mitted a placental transmission. 

Knauer, in 1925, reported a case of gonorrhceal 
rheumatism in an infant seven days old without 
ophthalmia or vulvovaginitis. He concluded that in 
this case the bacteria had passed through the skin. 

Hellmann, in 1925, reported the case of a boy born 
by cesarean section who, four weeks after birth, 
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developed a very severe form of gonococcic poly- 
arthritis which terminated fatally. The portal of 
entry could not be discovered. As the mother did 
not have an evident gonococcic septicemia, pla- 
cental transmission was not considered. 

In an infant twelve days old, Kostitch-Joksitch, 
in 1929, discovered a gonococcic polyarthritis with- 
out other gonorrhceal localizations. The urethral 
secretions of the mother showed gonococci. 

Besides pyemias with clinically evident septic 
foci, such as arthritis, pregnant women may suffer 
from transitory bacterizmias that pass unperceived 
and yet are capable of infecting the fetus. 

Pohl believes that the fetus may become infected 
by penetration of the gonococci from the vagina into 
the amniotic fluid by way of the fetal membranes. 

Besides the early arthritis of infants a late 
gonorrhceal arthritis may become manifest at the end 
of about three months. In 1906 Holt observed quite 
an epidemic of gonococcic arthritis (twenty-four 
cases) in a children’s hospital. Although no gon- 
ococci could be demonstrated in the mouth, he was 
of the opinion that the infection occurred by way of 
the buccal mucosa. In 1927 Cooperman reported 
an epidemic of gonococcic arthritis and suggested 
that the infection may have occurred by way of 
the rectal mucosa. 

Smilya believes that the organisms enter the 
body by way of the conjunctiva and pass through it 
without causing ophthalmia. Brentano is of the 
opinion that gonococcic septicemia is sometimes due 
to a primary postnatal mucosal infection. 

The authors have observed six cases of gonorrhoeal 


rheumatism in pregnant women during the last 


months of pregnancy. Three of the women had 
children with symptoms of polyarthritis. In two of 
the cases the child had no ophthalmia or other 
localization which might have served as a portal of 
entry. In the third case the occurrence of very 
severe septicemic symptoms during the first days 
of life simultaneously with the development of 
ophthalmia led the authors to conclude that the 
polyarthritis was related to the rheumatism of the 
mother rather than to the ophthalmia. Three cases 
are reported in detail. In the first case the mother 
developed a gonorrhceal arthritis four days before 
delivery and the condition progressed in spite of a 
month of treatment. The infant born at term was 
congenitally weak (hypothermia, sclercedema, and 
loss of weight), but had no ophthalmia. Twenty 
days after birth it developed polyarthritis and on 
the twenty-fifth day after birth it died. Gonococci 
were found in the pus of the articulations. 

In the second case the mother developed mon- 
articular gonorrhoeal rheumatism two weeks before 
delivery. The infection developed without fever. 
On the tenth day after birth the infant developed 
polyarthritis without severe local involvement and 
without serious involvement of the general health. 
There was no ophthalmia. 

In the third case the mother developed febrile 
gonorrheeal polyarticular rheumatism during the 
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last month of pregnancy and the condition con- 
tinued until delivery. On the third day of life the 
infant developed gonorrhceal ophthalmia with high 
fever and severe general involvement. A febrile 
gonococcic polyarthritis developed on the eighth 
day and began to improve on the twentieth day. 

From these cases it appears that there is some re 
lation between the severity of the infection in the 
mother and the infection developing in the infant. 
After birth there was a period of pure gonococcic 
septicemia without metastatic localization which 
lasted eight, ten and twenty days in the three cases 
respectively. In Case 2, in which the infection in 
the mother and child was benign, this phase re- 
mained latent. In the two other cases it was charac- 
terized by fever and loss of weight. This initial 
period is followed by a stage of multiple metastases 
(arthritis, abscess), during which the general condi- 
tion becomes more grave. One of the infants devel- 
oped a choleriform syndrome ending in death. If 
new articular attacks do not supervene, the fever 
subsides and the general condition improves. 

SCHANCHE Moore. 


Boschetti, M.: X-Ray Diagnosis of Intra-Uterine 
Death of the Fetus (Sulla diagnosi radiologica di 
morte intra-uterina del feto). Riv. ital. di ginec., 
1933, XV, 447. 

The author’s experience in the diagnosis of intra- 
uterine death by means of the Spalding sign, i. e., 
overlapping of the sutures, has not been particu- 
larly satisfactory. He mentions that Kehrer, among 
— is also convinced that this sign is not infalli- 
ble. 

Three cases with numerous roentgenograms are 
presented for the purpose of evaluating the changes 
occurring after fetal death. The following changes 
were noted: (1) deformity of the fetal skull, (2) atypi- 
cal fetal attitudes, and (3) rigidity and torsion of the 
spinal column. 

Deformity of the fetal skull, especially dislocation 
or subluxation of the cranial bones at their respec- 
tive articulations, was found to be the most reliable 
sign. The author attaches considerable importance 
to this abnormality whenever it appears in the roent- 
genogram, but states that its absence does not prove 
the fetus to be still alive. Georcr C. Frnota, M.D. 


Dieckmann, W. J., and Wegner, C. R.: The Blood 
in Normal Pregnancy. I. Blood and Plasma 
Volumes. Arch. Int. Med., 1934, liii, 71. 


Previous reports on the blood and plasma volumes 
in pregnancy are at variance with each other and 
are inconclusive because of the difference in the 
methods used and the calculation. The volumes are 
reported in cubic centimeters per kilogram or in 
percentage of body weight, either of which is un- 
reliable because of the constant change in the 
weight in pregnancy. 

The authors made determinations of the blood 
and plasma volumes in various groups of women in 
different periods of pregnancy. The number of cubic 
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centimeters per kilogram and the means for the 
different periods were calculated. Although there is 
a slight increase at term, statistical analysis in- 
dicates that the changes are of no significance. 

The findings of similar studies in which the same 
women were followed throughout pregnancy and the 
puerperium are summarized as follows: 

1. The blood and plasma volumes begin to 
increase in the first trimester. By the thirteenth 
week the gain amounts to 16 and 18 per cent, 
respectively. 

2. At term, the average increase in the blood 
volume is 23 per cent, and the average increase in 
the plasma, 25 per cent. This change is designated 
as an “oligocythemic hypervolemia.” Although 
the increase seems large, losses of 700 c. cm. or 
more of blood are at once manifested in measurable 
reductions in volume. The pregnant woman sur- 
vives losses of blood which would be fatal to the 
non-pregnant woman, partly because of the increase 
in blood volume, but more particularly because of 
the tremendous amount of fluid in her tissues. 

3. Eight weeks after delivery there is an average 
decrease of 16 per cent in both the blood and the 
plasma volume. This does not quite equal the in- 
crease, but as most of the women weigh more after 
pregnancy, the discrepancy is explained. 

4. The increase in the blood and plasma volume 
is not merely to fill vessels, but probably a part of 
the mechanism required to permit proper fetal 
respiration. Cart H. Davis, M.D. 


Browne, F. J.: The Early Signs of Pre-Eclamptic 
Toxzmia, with Special Reference to the Order 
of Their Appearance and Their Interrelation. 
J. Obst. & Gynec. Brit. Emp., 1933, xl, 1160. 


Browne reports a study of 320 toxic patients ob- 
served in the course of a year in the clinic and ante- 
natal ward of the University College Hospital, 
London. Hypertension (130/70 or over) was the 
earliest sign in 75 per cent of these cases and the sole 
evidence of toxamia in 56 per cent. (dema was the 
earliest sign in 4.3 per cent and albuminuria the 
earliest sign in 3 per cent of the cases. Hence, while 
hypertension is the earliest sign in the majority of 
cases, it does not necessarily precede the other mani- 
festations and the evidence does not prove that it 
is the cause of either cedema or albuminuria. A 
blood-pressure rise early in pregnancy followed by a 
more or less prolonged interval of normal readings is 
considered by Browne a warning of future perma- 
nent hypertension. Henry S. ACKEN, Jr., M.D. 


LABOR AND ITS COMPLICATIONS 


Ssolowjew, W.: Manual Removal of the Placenta 
(Ueber die manuelle Placentaloesung). Monatsschr. 
f. Geburtsh. u. Gynaek., 1933, XCVv, 34. 


A comparison of present-day statistics with old 
statistics shows that the mortality after manual 
removal of the placenta has fallen from between 10 
and 14 per cent to between 1.5 and 2 per cent. The 


morbidity, however, is still high, from 20 to 30 per 
cent. The decrease in the mortality is doubtless due 
to the fact that in former times manual removal of 
the placenta, because of its danger, was performed 
almost exclusively in the cases of exsanguinated and 
moribund women. Moreover, in the computation of 
the mortality neither the condition of the patient 
nor the associated operation with its own mortality 
rate were taken sufficiently into account. 

The author has collected statistics from Russian 
clinics concerning the frequency of manual removal 


_of the placenta during the period from 1883 to 1918 


and from 1919 up to the present time. In the first 
period the placenta was removed manually in 2,912 
(0.95 per cent) of 304,192 deliveries, and in the 
second period in 2,527 (1.4 per cent) of 179,717 
deliveries. The majority of Russian obstetricians 
ascribe the frequent practice of manual removal of 
the placenta to the frequency of abortion in the 
United States of Soviet Russia (damage of the uter- 
ine musculature, destruction of the uterine glands, 
infection of the uterine cavity). In the author’s 
opinion, an equally important cause is the increas- 
ingly active management of the third stage of labor. 

In a series of tables arranged according to dif- 
ferent points of view, the author presents his own 
statistics on manual removal of the placenta per- 
formed in 150 (2 per cent) of 7,470 deliveries occur- 
ring during the years from 1926 to 1931. He found 
that the factors which increased the incidence of 
manual removal of the placenta included: (1) pre- 
vious abortions; (2) increased age of the women; (3) 
the number of antecedent pregnancies; (4) operative 
delivery (manual removal of the placenta was done 
in 23.4 per cent of the operative deliveries and 6.6 
per cent of the spontaneous deliveries in the home); 
and (5) premature delivery. While manual removal 
of the placenta appeared to be indicated in 2.35 per 
cent of the entire number of cases, it was required 
in the cases of 10 (6.6 per cent) of the elderly pri- 
mipare, 14 (9.4 per cent) of the cases of twin preg- 
nancy, and g (6 per cent) of the cases of placenta 
previa. The postoperative course was normal in 71 
cases (48.5 per cent). It was much better in unin- 
fected cases in which delivery occurred spontane- 
ously at the clinic than in cases of operative delivery 
at the clinic, and was poorest in cases in which 
delivery occurred at the patient’s home. The gross 
mortality was 5.5 per cent (8 deaths), and the net 
mortality 2 per cent (3 deaths). The author de- 
ducted 1 case each of typhus, croupous pneumonia, 
and sepsis in which the disease was present at the 
time of the woman’s admission to the clinic and con- 
stituted the indication for the manual removal of 
the placenta. He deducted also the cases of 2 
women who came to the clinic in a state of complete 
exsanguination and died respectively twenty and 
seventy minutes after manual removal of the 
placenta. Of the remaining 3 patients, 1 died of 
embolism and 2 of sepsis. 

Manual removal of the placenta is a dangerous 
operation. Therefore the indications must be estab- 
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lished carefully. The primary indication is hemor- 
rhage. In the absence of haemorrhage in cases of 
retention of the placenta, the period of expectancy 
should be prolonged. DreTet (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Bohdanowicz, Z., and Jasiiski, T.: Anaérobic Bac- 
teria in the Blood in Puerperal Infections 
(Anaerobe Keime im Blut bei puerperalen Infek- 
tionen). Ginek. polska, 1933, xii, 454. 


The authors made a bacteriological study of the 
blood according to the method of Boez in ninety-one 
cases of puerperal sepsis. In seven cases—in three 
of which the condition followed delivery and in four 
of which it followed abortion—the perfringens 
(Welch-Fraenkl) bacillus was found. In one case 
the bacillus sporogenes was found in addition. 
Bacteriological studies for anaérobic bacilli in these 
cases revealed the staphylococcus albus and the 
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streptococcus hemolyticus in one case each. In 
the cases of infection due to anaérobic bacilli there 
were no symptoms essentially different from those 
of analogous infections due to aérobic bacilli. In 
some cases the presence of the bacillus perfringens 
in the blood may be the cause of severe disease of « 
septic character, whereas in others it may be only 
the manifestation of a transitory bacteriemia. The 
method of Boez facilitates also the detection in 
the blood of bacteria with the characteristics o/ 
facultative anaérobes (staphylococcus, strepto- 
coccus). 

The authors employed different methods of treat- 
ment. In two cases an attempt at specific treat. 
ment was made with intramuscular injections o/ 
50 c.cm. of anti-perfringens serum. As a cure was 
obtained in both of these cases in spite of the severe 
course of the disease, the authors believe that treat. 
ment with specific serum is indicated in puerpera! 
fever caused by aérobic bacilli. H. Beck (G). 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Hlenline, R. B.: Traumatic Injuries of the Upper 
Urinary Tract Following Instrumentation. 
J. Am. M. Ass., 1934, cii, 182. 


The author believes that instrumental rupture of 
ihe ureter following intra-ureteral manipulation is 
less rare than the literature indicates. He reports 
nine cases. Three required surgical drainage and 
iwo required nephrectomy because of severe infec- 
tion of the kidneys. In the remaining four, recovery 
followed palliative treatment. 

In experiments on dogs it was found impossible to 
rupture a normal ureter by forceful dilatation or by 
forced syringe injection in retrograde pyelography. 
When the ureters of three dogs were forcibly rup- 
tured with a silver wire, both retrograde and excre- 
tion urography demonstrated extravasation. The 


ureter of one dog punctured by a fine wire failed to 
show extravasation in the intravenous urogram. 
Henline concludes that excretion urography will 
indicate the existence and extent of gross injury to 
the ureter and serve as a guide to surgical treatment. 
THEOPHIL P. GRAUER, M.D. 


Lichtenberg, A. von: Excretory Urography (L’urog- 
raphie excrétrice). J. d’urol. méd. et chir., 1933, 
XXXVi, 457. 


The author prefers the term ‘excretory urog- 
raphy”’ for the method he introduced four years ago 
to the terms “‘descending pyelography”’ and “‘intra- 
venous pyelography”’ because the latter do not 
indicate the nature of the procedure. The method is 
not merely an anatomical demonstration of the 
kidney pelvis. It is a true physiological test of kid- 
ney function by excretion whether the contrast is 
administered intravenously, by rectum, or by mouth. 
The urogram differs fundamentally from the 
pyelogram obtained by ascending pyelography. 
The author believes that ascending pyelography 
should be called “filling urography.” 

A disadvantage of the rapid acceptance of the 
author’s method has been its use in cases in which it 
was not indicated. Some investigators have claimed 
that the contrast medium may not be excreted even 
by the healthy kidney, but the author maintains 
that the contrast substance is eliminated by any 
kidney in proportion to its capacity for elimination. 

The contrast medium has been found to be elimi- 
nated largely by the glomeruli. There is only a 
slight absorption by reflux of the substance through 
the tubules. Therefore the test is an excellent one 
for demonstrating lesions of the glomeruli. After 
using the method in more than 5,000 cases over a 
period of more than three years the author is con- 
vinced of its value as a test of kidney function. 


Excretory urography is indicated absolutely in 
cases in which filling urography is difficult or im- 
possible for anatomical or technical reasons, in 
those in which filling urography is negative or the 
pictures are not clear, and those in which filling 
urography may aggravate the condition and may be 
dangerous. It is indicated relatively in cases in 
which a general view of the whole urinary tract is 
desired, cases in which information is sought with 
regard to tonus or a disturbance of the dynamics of 
the urinary tract, cases of retention in which it is 
desired to determine the mode of evacuation of the 
excretory tract, and cases of disease of the adnexa 
in males and females in which the effect on the 
urinary tract must be determined. 

Excretory urography is not of value for the early 
diagnosis of kidney tuberculosis as slight defects in 
filling or in the outline of the calyces may be due to 
other causes. In advanced cases it shows the extent 
of the lesions. It-is of the greatest importance in 
non-specific affections of the kidney such as acute 
suppuration and chronic pyelonephritis. Simple 
changes of tonus can be differentiated from ana- 
tomical lesions and definite dilatations. From the 
condition of the ureter it is possible to tell whether 
the disease of the kidney is primary or secondary 
and to establish the indications for operation. ‘The 
special field of excretory urography is lithiasis, 
both from the point of view of prognosis and that of 
indications for conservative operation. In cases of 
tumor of the kidney the procedure is of value only 
in conjunction with other methods of examination. 
In cases of tumor of the bladder it often gives better 
pictures than cystography because there is no irrita- 
tion of the bladder by the filling. In cases of reten- 
tion of urine it is of very great value because it 
shows not only the anatomical condition but also 
the nature of the process. Often the retention is 
due to a functional change brought about by 
changes of tonus which can be overcome with resto- 
ration of normal function. In true hydronephrosis 
the essential factor is not the sac. The sac is only 
the manifestation of a compensatory functional 
process to protect the kidney against inevitable 
hypertension; it represents the adaptation of the 
muscle to the changed capacity for elimination of 
the pelvis. Therefore conservative surgery is 
possible in this condition. An essential part of kid- 
ney retention is a disturbance of innervation. Some- 
times normal evacuation can be restored by de- 
nervation. Auprey Goss Morcan, M.D. 


Ravasini, C.: 


Excretory Urography (L’urographie 
excrétrice). 


J.d'urol. méd. et chir., 1933, XXxxvi, 464. 


Ravasini prefers the term “excretory urography”’ 
to the term “descending pyelography.” Excretory 
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urography is an essentially physiological method 
which in the majority of cases gives valuable infor- 
mation with regard to the anatomical and func- 
tional condition of the kidneys. It shows the 
secretory capacity of the renal parenchyma and 
the motility of the ureters and pelvis. The contra- 
indications are limited to serious insufficiency of the 
kidneys or liver. If the kidneys are functioning well 
the shadow of the kidney, pelvis, and ureter appears 
within five minutes after the injection, and that of 
the bladder within from fifteen to twenty minutes. 
The greater part of the contrast substance is 
eliminated in from an hour to two and a half hours. 

Caution must be used in interpreting spots in the 
parenchyma as these are not conclusive unless they 
appear constantly. When they are constant they 
suggest a tuberculous cavity not communicating 
with the pelvis. In fifty cases of tuberculosis in 
which such spots appeared the presence of a cavity 
was confirmed by operation. 

Lichtenberg and Heckenbach say that the alter- 
nate movement of contraction and dilatation of the 
pelvis can be seen‘on the urogram, but the author has 
not observed it. He has noted that there is some- 
times no contrast shadow even when the kidneys are 
normal. This does not mean that the kidney does 
not eliminate the contrast substance; it eliminates 
this substance in proportion to its capacity for 
elimination. Among the various causes for failure 
of the kidney shadow to appear are exaggerated 
diuresis, hypertonicity, and hiding of the kidney by 
meteorism. The bladder shadow serves as a control 
showing that the contrast substance has_ been 
eliminated. 

From experiments on frogs Hughes and Peterfi 
concluded that uroselectan is eliminated particularly 
by the glomeruli. Von Lichtenberg therefore con- 
cluded that uroselectan is particularly adapted to 
the demonstration of lesions of glomeruli. From 
experiments on rabbits, Di Maio concluded that it 
is eliminated chiefly by the tubules. 

The different methods recommended for judging 
renal function by excretory urography, such as the 
quantitative determination of iodine in the urine, 
are complicated and of no practical value; deduc- 
tions in regard to function must be made from the 
roentgenograms and they are not always reliable. 
The author reports cases in which the urograms 
suggested enormous dilatation of the renal pelvis 
and ureters, but operation showed normal condi- 
tions. In experiments on the isolated ureter of the 
dog Mingers found that the ureter reacts to con- 
trast substances by changes in form and size. 
Abrodil and uroselectan have a different effect. 
Therefore in the interpretation of the urogram it is 
important to know which was used. 

Von Lichtenberg believes that the density of the 
shadow depends on the degree of kidney function, 
but the author has not found this to be true. He 
states that the density of the shadow may depend 
on extrarenal factors. It is important in judging 
function to know the time that elapsed between 
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the injection and the appearance of the shadow, how 
long the shadow persisted, and when it disappeared. 
Only a positive kidney shadow has a functional 
value. If there is no kidney shadow conclusions 
must be drawn from the shadow of the ureters and 
bladder. A distinct bladder shadow shows that the 
kidney is functioning whether the kidney shadow 
appears or not. 

Excretory urography is especially adapted to the 
study of the late orthopedic and functional results 
of conservative kidney surgery. Conservative opera- 
tions on the kidney do not injure, but, on the con- 
trary, improve kidney function. 

Excretory urography is particularly important in 
anomalies of the kidney and ureter. In hydrone- 
phrosis it gives a more accurate picture than ascend- 
ing pyelography and often furnishes indications for 
conservative operation. Its value in lithiasis is well 
known. Calculi invisible to ordinary roentgenog- 
raphy may be rendered visible. In renal tuber- 
culosis it is very useful and sometimes indispensable, 
particularly as ascending pyelography is often im- 
possible, painful, or dangerous in this condition. 
Correct interpretation of the roentgenograms re- 
quires experience. Details that would escape the 
eye of the ordinary practitioner are clearly evident 
to the specialist. In cases of renal tumor, the method 
is often insufficient for diagnosis. 

Auprey Goss Morean, M.D. 


Ward, M. R.: Excretory Urography (L’urographie ex. 
crétrice). J.d urol. méd. et chir., 1933, XXXvi, 471. 


The author has used excretory urography since 
1929. It makes possible a study of the activity of the 
kidney and ureters under conditions that are per- 
fectly normal except for the secretory stimulus re- 
sulting from the injection. Care must be taken to 
prevent pressure on the ureters while the roentgeno- 
grams are being taken as it interferes with physio- 
logical conditions. The upright position is strictly 
physiological, but as in this position the normal 
pelvis and ureters drain quickly and the shadows 
are slight, the roentgenograms are usually taken 
with the patient lying down. It is a good plan to 
place the patient in the Trendelenburg position for 
a short time fifteen minutes after the injection and 
make a roentgenogram, then reverse the position 
with the feet down and make another roentgeno- 
gram five minutes later. 

Of the serial roentgenograms, those taken five 
minutes after the injection are the most valuable for 
general information. The normal calyces and 

Ivis are visible at this time. Absence of a shadow 
indicates retardation of excretion. If there is partial 
stasis the most intense shadow is seen after half an 
hour. Slight and changing shadows appearing early 
and disappearing early are an indication of norma! 
function. Dense shadows constant in form are no! 
normal; they indicate normal secretion but inter 
ference with evacuation. Shadows that appear late 
indicate interference with secretion. A ureter filled 
throughout its length indicates loss of tonus. 
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The method is particularly valuable in cases of 
calculus, hydronephrosis and tuberculosis. 

In the discussion following the reports of Von 
Lichtenburg, Ravasini and Ward, Lasio said that 
descending urography is of great value only in 
cases of quite marked morphological changes. In 
the early stages of tuberculosis and tumor the pic- 
tures are not sufficiently clear for diagnosis. The 
procedure shows whether a kidney is functioning 
but not whether it is capable of taking over the 
function of the other kidney. Separate examination 
of the urine from the two ureters is necessary for 
this. 

Dos Santos stated that excretory urography is 
the first method of urological examination that 
should be used systematically. It gives informa- 
tion regarding the morphology and function of the 
kidney which is sometimes sufficient to establish the 
prognosis and indications for operation. However, 
as the picture depends on elimination, it may not 
be sufficiently clear if elimination is abnormal. 
Under the latter condition, ascending pyelography 
may be necessary. For finer details of function it 
may be necessary to use chromocystoscopy, phenol- 
sulphonphthalein, and catheterization of the ureters. 
However, the systematic use of excretory urography 
greatly limits the necessity for ascending pyeloscopy 
and catheterization of the ureters. A valuable 


supplementary method is arteriography by the in- 
jection of uroselectan or abodil into the aorta, 
which gives a picture first of the abdominal aorta 
and then of the kidney pelvis. 

CuEvassu emphasized that, in spite of the great 


interest in excretory urography, this procedure can- 
not replace the determination of azotemia, the de- 
termination of the constant, and catheterization of 
the ureters in the study of the function of the kid- 
ney, or ascending pyelography in the study of the 
anatomy of the kidney. 

LepoutrE said that excretory urography is ex- 
tremely valuable when it is positive. It may show 
a hydronephrosis, a ptosis or abnormality of the 
kidney with much less difficulty and chance of error 
than ascending pyelography. When it is negative, 
that is, when it does not produce a shadow on the 
painful side, ascending pyelography must be used. 
It is of great value in renal tuberculosis if its results 
are interpreted with care. In cases in which cathe- 
terization of the ureters is impossible it may render 
a double exploratory lumbar incision unnecessary. 
In cases with a poor constant it may confirm the 
existence of bilateral lesions and show the nature of 
the changes in the two kidneys. 

BRuNI stated that excretory urography does not 
take the place of other methods of examination of 
kidney function. While it is not dependable in 
early tuberculosis, it is of value in cases in which 
catheterization of the ureters is impossible as it per- 
mits diagnosis without exploratory incision. 

PasTEAU said that excretory urography is an 
excellent exploratory method for determining what 
later methods of examination are necessary. The 
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time of appearance and disappearance of the shadow 
gives valuable information in regard to the secretion 
of the kidney, and the way in which the shadow of 
the pelvis and ureter disappears shows the condi- 
tions of excretion in kidney and ureter. Theoret- 
ically it should be superior to ascending pyelography, 
but sometimes the shadows are too pale. 

OECONOMOS reported that in 80 per cent of cases 
excretory urography gives a more or less distinct 
picture of the kidney, pelvis, and ureters, but the 
picture is not so clear as that produced by ascending 
pyelography. It shows disturbances of elimination 
rather than secretion of the kidney, for if secretion 
is normal and excretion is interfered with the pic- 
tures are very clear. 

CasPER stated that excretory urography cannot 
be substituted for ascending pyelography and is 
not always reliable as an indicator of kidney func- 
tion. In cases in which elimination is interfered 
with the shadow may be very dense when the kidney 
is seriously diseased, and if the pelvis is insufficiently 
closed so that it is always empty there may be no 
shadow when the kidney is normal. If the picture 
is taken during systole of the pelvis the pelvis will 
appear very small, whereas if the picture is taken 
during diastole there may be no excretion of the 
opaque substance though the kidney is normal. 

BEER said that excretory urography does not 
give as clear pictures as ascending pyelography. It 
is necessary in cases in which cystoscopy and cathe- 
terization are impossible and may be of value in 
clearing up certain obscure abdominal conditions. 

CIFUENTES emphasized that a great deal of the 
value of excretory urography depends on the 
interpretation of the urograms. The most valuable 
roentgenogram is the one taken five minutes after 
the injection. 

Pascual discussed the indications for excretory 
urography in renal tuberculosis on the basis of 289 
roentgenograms taken in 163 cases. 

PAscukIs presented urograms of cases of pyelitis, 
nephrolithiasis, and cystic dilatation of the ureter. 

Aubrey Goss Morcan, M.D 


Chabanier, H., and Lobo-Onell, C.: Elimination 
Urography and Comparative Estimation of the 
Function of the Two Kidneys (Urographie d’élimi- 
nation et exploration fonctionnelle comparée des 
reins). Presse méd., Par., 1933, xli, 2010. 


This article is a discussion of the question whether 
intravenous pyelography meets all requirements for 
the determination of the comparative function of the 
two kidneys. As a rule the function of the kidneys 
is estimated by comparing: (1) the pyelo-ureteral 
shadows (von Lichtenberg), and (2) the time of ap- 
rae and disappearance of those shadows (Rava- 
sini). 

In the authors’ opinion the method is open to 
numerous objections. The two chief objections to it 
are based on the following facts: (1) the concentra- 
tion of the opaque substance is influenced by any- 
thing interfering with the flow of urine (e. g., ob- 
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struction at the ureteral orifice), and (2) the depth 
of the column of urine in the ureter is variable, de- 
pending upon the degree of diuresis and the rate of 
flow in the ureter. 

The authors conclude that when ureteral cathe- 
terization is practicable it should be done, especially 
as it makes bacteriological information available at 
the same time. Marsu W. Poote, M.D. 


Mertz, H. O., and Hamer, H. G.: The Lateral 
Pyelogram. An Investigation of Its Value in 
Urological Diagnosis. J. Urol., 1934, xxxi, 23. 


In urological diagnosis the authors make a lateral 
pyelogram to obtain information supplementing 
that yielded by the anteroposterior film. Standard 
pyelographic media and methods of injection are 
used. 

Satisfactory lateral pyelograms permit a study of 
the vertical position of the kidney, disclose any rota- 
tion or anteroposterior displacement of the kidney, 
and show the outline of the pelvis and the course of 
the upper part of the ureter as it enters the pelvis. 
They often lead to a more complete understanding 
of the pathological changes present, and occasionally 
confirm a differential diagnosis which would other- 
wise remain doubtful. Henry L. Sanrorp, M.D. 


Taylor, W. N.: Carbuncle of the Kidney. Am. J. 
Surg., 1933, XXii, 550. 


Taylor reports a case of carbuncle of the kidney 
and describes the condition asa metastatic hematog- 
enous localized renal infection. 

The condition is practically always closely asso- 
ciated with an infectious lesion which acts as a focus 
of blood-stream invasion. In 70 per cent of the 
ninety-five reported cases it was thought to be 
secondary to a skin infection, and in 1o per cent 
was attributed toa respiratory, dental, or glandular 
condition. 

It is practically always due to the staphylococcus 
aureus. Pathologically, the lesion is primarily one 
of multiple foci of infection of the interstitial tissue 
of the kidney. The treatment is surgical. 

Harry W. PLaGceMEYER, M.D. 


BLADDER, URETHRA, AND PENIS 


Hortolomei, N., and Katz-Galatzi, T.: A Contribu- 
tion to the Study of Urethrography (Contribu- 
tion a l’étude de l’urethrographie). J. d’urol. méd. 
et chir., 1933, XXXVi, 321. 


The authors state that urethrography is capable 
of giving much information that cannot be obtained 
by ordinary methods of urethral examination such 
as the use of bougies and sounds and urethroscopic 
examination. The contrast medium must be suffi- 
ciently radio-opaque to give adequate visualization, 
eliminable by the normal channels, miscible with 
urine, easy to prepare, and non-toxic. It must not 
be a suspension which forms a precipitate. The sub- 
stances best meeting these requirements are thoro- 
trast and uroselectan. 
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The urethrograms are made by two methods, the 
ascending and the descending. In the descending 
method, the dye, uroselectan, is given intravenously 
and when the patient experiences a desire to urinate. 
a roentgenogram is made as the dye accumulated in 
the bladder flows out. This is done with the patient 
in the lateral position so that the penis can lie along 
the surface of the plate. The legs are so arranged 
that they will not overshadow the urethra. In the 
ascending method the uroselectan is introduced into 
the penis under gentle but definite pressure. No 
automatic devices are employed. When exploration 
of the anterior urethra is desired, the fluid is intro- 
duced under a pressure which is not sufficient to 
overcome the resistance of the sphincter. When the 
posterior urethra is to be explored, a somewhat 
greater pressure is employed. 

Proper interpretation of abnormal images requires 
a knowledge of normal variations and considerable 
experience. When the bladder is emptied the shadow 
will be found pear-shaped, the posterior urethra 
dilating to form the small end of the pear. When the 
injection is given from below, the moderate pressure 
will cause a dilatation of the bulbar urethra and, be- 
cause of its normal tonicity, the posterior urethra 
will be completely free from fluid. Alteration of these 
two pictures usually indicates pathological changes. 

Urethrography is of value in the study of urethral 
strictures, false passages, dilatation and diverticula, 
urethral calculi, abscesses of the urethra, prostate, 
Cowper’s glands, and seminal vesicles, and urinary 
fistula. 

The authors believe it should be used in all cases 
of suspected stricture, even before the urethra is 
explored with filiform bougies. 

Joun W. Epton, M.D. 


GENITAL ORGANS 


Heitz-Boyer: Diverticular Formations in the 
Prostate and Disease of the Neck of the Bladder. 
The Etiological Relationship Between These 
Diverticular Formations and Chronic Hyper- 
trophic Prostatitis, Stenosis of the Neck of 
the Bladder, Diverticula of the Bladder, and 
Ureteral and Renal Dilatations. An Attempt 
at Preventive Surgery of These Lesions (lor 
mations diverticulaires de la prostate et maladie du 
col: relation étiologique a établir entre ces forma 

- tions diverticulaires et la prostatite chronique hy 
pertrophiante, les sténoses_ cervicovésicales, les 
diverticules vésicaux, les dilatations urétérales ce! 
rénales. Essai de chirurgie préventive de ces lésions) 
J.d'urol. méd. et chir., 1933, Xxxvi, 366. 


The author calls attention to the gravity of sma|! 
diverticula in the prostate resulting from infection. 
He believes that such diverticula can give rise tv 
chronic obstruction resulting in dilatation of th 
entire urinary tract; dilatation, trabeculation, an: 
diverticula formation in the bladder; and dilatation 
of the ureters and kidneys. 

The diverticula are generally due to venerea! 
infections which do not result in true prostatic 


GENITO-URINARY SURGERY 


abscesses but cause such destruction of prostatic 
tissue that small cavities are formed. In some cases 
they are due to infection secondary to some other 
focus. Whatever the source of the infection, drain- 
age usually occurs through tortuous pathways and 
is inadequate. Under such circumstances secondary 
infection is very common, and with it the prostate 
becomes swollen and the prostatic urethra narrowed 
and tortuous. When the infection persists, the 
entire prostatic area becomes hypertrophied and 
sclerosed. The seminal vesicles are involved in the 
process and become the site of infectious foci. 

The symptoms are those of chronic prostatitis 
with polyuria, burning on urination, a morning drop, 
and symptoms due to the backing up of urine. The 
diagnosis is established by cysto-urethroscopy and 
urethrography. Anteroposterior, right oblique, and 
left oblique roentgenograms should be made. They 
sometimes show the prostate to be shot through 
with diverticula which give it the appearance of a 
bunch of grapes. 

The author advises operation for this condition 
before it results in the serious consequences de- 
scribed. Joun W. Epton, M.D. 


Caulk, J. R., and Patton, J. F.: Postoperative Com- 
plications in Transurethral Surgery. J. Am. M. 
ASS., 1934, Cli, 117. 

By means of a thermocouple placed in various 
media and in the prostate glands of men and animals 
the authors measured the heat produced in the prox- 
imity of the various types of high-frequency cur- 
rents used in transurethral surgery of the prostate 
and compared it with the heat produced in the tis- 
sues adjacent to a cautery punch used similarly. 
Their findings showed that the heat of conduction 
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from the cautery is insignificant while the induced 
heat produced between the two electrodes of a high- 
frequency current is sufficient to cause tissue death 
for a considerable distance from the loop. These 
findings were confirmed by histological examination. 
The authors give statistics demonstrating that 
complications are more frequent and the mortality 
is somewhat higher in cases treated by transurethral 
electrosurgery than in those treated with the trans- 
urethral cautery punch. They conclude that the in- 
strument using a cautery current is the safest, and 
that the high frequency apparatus must be changed 
or discarded. Tueopuit P. Graver, M.D. 


Ferguson, R.S.: Pathological Physiology of Tera- 
toma Testis. J. Am. M. Ass., 1933, Ci, 1933. 


The author discusses the quantitative secretion of 
Prolan A in cases of tumor of the testicle. The 
urinary excretion of Prolan A is determined by three 
factors: (1) the embryonal characteristics of the 
tumor, (2) the stage of the disease, and (3) the re- 
sistance of the disease to therapy. 

From the estimated number of units in the urine, 
the type of tumor may be determined. In cases of 
embryonal carcinoma, the urine contains from 2,000 
to 10,000 mouse units; in cases of seminoma, from 
400 to 2,000 mouse units; and in cases of adult 
teratoma, from 50 to 500 mouse units. In cases in 
which the excretion of mouse units is not affected by 
surgery or X-ray irradiation the prognosis is un- 
favorable, whereas in those in which the units de- 
crease and subsequently disappear, good results are 
to be expected. 


Prolan A is believed to be produced by the baso- 
philic cells of the anterior lobe of the pituitary gland. 
J. Ritrer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Elliott, G. R.: Chronic Osteomyelitis Presenting a 
Distinct Tumor Formation Simulating Clini- 
cally True Osteogenic Sarcoma. J. Bone & Joint 
Surg., 1934, Xvi, 137. 

With few exceptions, osteomyelitis in early child- 
hood is diagnosed readily. Difficulty in the diagno- 
sis is encountered usually only when the condition 
occurs in later life. The perplexing cases are those 
of rather slowly growing sarcoma and sclerosing 
osteomyelitis. 

The author reports a case of a borderline condition 
which, because of the marked plasma-cell reaction, 
Ewing believed to be a chronic inflammation and de- 
scribed as an “osteomyelitic plasma-cell myeloma.” 
_ The importance of a very complete clinical history 
and a good roentgenogram properly interpreted is 
emphasized. Occasionally, biopsy is necessary al- 
though it is generally believed that biopsy should be 
avoided if possible. Biopsy should be done by the 
aspiration method or the punch method. 

Norman C. Buttock, M.D. 


Oberzimmer, J.: The Formation of Circumscribed 
Necroses and Sequestra in Osseous Tuber- 
culosis (Formazione di necrosi circoscritte e di 
sequestri nella tubercolosi ossea). Chir. d. organi 
di movimento, 1933, XViii, 317. 

Whereas in pyogenic osteomyelitis the formation 
of sequestra may be considered a sign of resolution, 
in osseous tuberculosis it is a part of the pathological 
process. In osteomyelitis it is the healthy tissue of 
regeneration which determines the demarcation and 
sequestration, whereas in tuberculosis this is de- 
termined by a specifically diseased granulation tis- 
sue. Therefore it is apparent that in tuberculosis 
the formation of sequestra has nothing to do with 
the healing of the focus, but represents a phase of 
the development of the disease. 

The author reports twelve cases of osseous tu- 
berculosis in which large sequestra were formed. 
While in most of them the condition was studied 
only by roentgen-ray examination, in a few surgical 
treatment was given and the tissue was examined. 
The majority were cases of caseous tuberculosis. 
This form of tuberculosis of bone produces not only 
central foci, but also cuneiform necrotic areas, simi- 
lar to an infarction, in an articular extremity of a 
long bone such as the head or lower end of the femur. 
The cuneiform foci are subchondral and usually 
represented by a more or less regular triangle with 
its base toward the articular surface and its apex 
eg the bony diaphysis. Occasionally the foci are 
round. 


The genesis of these necrotic areas is not definitely 
understood. The morphological findings suggest a 
rather acute process. If these areas represented true 
infarcts there would be emboli in some of the vessels 
or an obliterating endarteritis would be found. The 
findings are not constant. The clear osseous struc- 
ture of the circumscribed foci may be explained by 
the rapid caseation of the involved area long before 
the granulation tissue has had an opportunity to 
destroy the bony trabeculae. In the stage during 
which the necrotic zone retains its connection with 
the surrounding tissue the patient usually does not 
consult the surgeon as there are no symptoms. Asa 
rule symptoms develop only when the joint surface is 
involved. In the development of the process an 
area is surrounded by tissue which is capable only of 
destroying bone and not forming it. The two areas 
then become very rapidly demarcated. This de- 
limitation but not complete separation of a necrotic 
zone is associated with more pain and limitation of 
function. The focus undergoes gradual resorption, 
but as the process may require many years, healing 
may take place before complete disappearance of the 
focus. In the process of healing the tuberculous 
granulation tissue becomes replaced by a healthy 
granulation tissue. The latter, however, lacks 
osteogenetic properties. This is manifested in the 
roentgenogram by intensification of the clear en- 
circling zone. The necrotic bone serves as a focus 
for new bone growth. In this way repair seems to 
start. The entire process may be easily followed in 
the roentgenograms included in the article. 

In the treatment of the condition the location and 
nature of the process must be considered. Conserva- 
tism should be the rule unless there has been a dis- 
turbance of the joint surface. Resection of the joint 
may be done to hasten recovery and rehabilitation 
for economic reasons, relieve pain, and reduce the 
chance of secondary tuberculous lesions. 

A. Louts Rost, M.D. 


Allende, G.: Bone Syphilis in the Second Period of 
Childhood (La sffilis 6sea en la segunda infancia). 
Rev. di ortop. y traumatol., 1933, iii, 162. 


The author reports seven cases of bone syphilis in 
children from five to thirteen years of age and sup- 
plements the reports with photographs and roent- 
genograms. These cases differed in many respects 
from cases of bone syphilis in young infants. In 
almost all of them the syphilis was activated by 
trauma. The lesions corresponded to those of 
tertiary syphilis in the adult. Three of the patients 
had a diffuse gummatous osteomyelitis, two had a 
syphilitic hyperostosis, one had the osteo-arthritis 
described by Fournier, and one had a white swelling 
with enormous enlargement of the joint and suppura- 
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tion but no bone lesions demonstrable on roentgen 
examination. One of the cases showed the leopard- 
skin roentgenogram of the epiphyseal form described 
by Lance and Huc, but the condition had invaded 
the epiphysis, the metaphysis, and the joint car- 
tilage, resembling a malignant bone tumor. 

The lesions at this age are most apt to be localized 
in the metaphysis and catise disturbances of growth. 
In the cases in which the joint cartilage was affected 
there was an increase in the length of the bone, and 
in two cases in which the tibia was affected without 
involvement of the fibula the tibia was very much 
curved and there was a marked pes valgus. In one 
case of syphilitic hyperostoses the length and thick- 
ness of the tibia were enormously increased. 

Sequestra were formed in a number of cases. 
Adenopathy was rare. It is generally caused by 
secondary infection. This is a point usually differ- 
entiating the condition from osseous tuberculosis. 
However, cases of true syphilitic scrofula with 
bone lesions have been described. One of the cases 
reviewed by the author was an example of this 
condition. As the Wassermann reaction remained 
negative there was doubt as to whether the con- 
dition was syphilis or tuberculosis in spite of the 
tendency toward eburnation of the bone. In such 
cases biopsy of the glands is of great aid in estab- 
lishing the diagnosis. 

Suppuration occurred in five of the seven cases. 
In most reports it is described as abscesses due to the 
breaking down of gummata which have no tendency 
to spread, a characteristic differentiating them from 
tuberculous abscesses. However, in some of the 
author’s cases there were enormous abscesses with 
frank fluctuation and migration to the thigh. In one 
case they had their origin in an arthritis of the hip. 
Most surgeons advise against operation for these 
abscesses, but the author finds that surgical evacua- 
tion improves the general health and shortens the 
time required for recovery. The serological reactions 
are frequently negative in these cases. 

As a rule potassium iodide, bicyanide of mercury, 
and sulfarsenal were used in the treatment. In some 
cases bismuth and neosalvarsan were employed. 

Auprey Goss M.D. 


Aguilar, J. G., and Maruri, C. A.: Bone and Joint 
Syphilis (Sifilis osteoarticular). Arch. de med. 
cirug. y especial., 1933, xiv, 1403. 

This article is based on a series of eighteen cases 
of syphilitic arthritis and thirty-six cases of osseous 
syphilis. 

Two pathological processes, destructive and 
constructive, are combined during the development 
of gummata. The granulation tissue of the gumma 
infiltrates the bone, causing necrosis. At the same 
time the surrounding tissue is stimulated to produce 
new bone. The surface of the diseased bone thus 
appears irregular, roughened, and eroded, and the 
bone as a whole may be larger than normal. If the 
entire bone is involved, it may become hardened 
and thickened. As a result of excessive absorption 


osteoporosis may result. The abnormal fragility — 
osteopsathyrosis—may result in fractures. 

Among the cases reviewed there were twenty-five 
of acquired and eighteen of congenital syphilis. In 
both congenital and acquired syphilis periostitis 
frequently develops during the eruptive stage. It 
may occur simultaneously in many bones. Gum- 
matous periostitis developing in the late stages of 
syphilis is characterized by chronicity and the size 
which the lesions attain. Large ulcers which dis- 
charge a mucoid, foul-smelling pus follow the regres- 
sive changes in these lesions. The surface of the 
bone may be denuded, and even dead bone may 
appear in the floor of the ulcer. Gummatous osteitis 
is frequently secondary to periostitis. An entire 
bone may therefore be completely destroyed. 

Syphilis of the joints may be manifested as a 
synovitis or an osteo-arthritis. In the synovial form 
there are no characteristic roentgenographic signs. 
A chronic resistant hydrops may develop. The 
knee is involved most frequently. There is little 
interference with motion, and only slight pain. 

The lesions of osteo-arthritis are varied. Arthritis 
may follow the rupture of an intra-osseous or 
periosteal focus into the joint cavity. Articular 
cartilage may be destroyed. Fail joints or ankylosis 
with contractures may develop. They occur most 
frequently in the fingers and toes, the condition 
being then often confused with arthritis deformans. 
In the larger joints the condition may be confused 
with tuberculosis. Of fifty cases, positive serological 
reactions were obtained in forty-five (90 per cent). 

Treatment with salvarsan and bismuth has yielded 
very satisfactory results in all cases. 

WILLIAM R. MEEKER, M.D. 


Peirce, C. B.: Giant-Cell Bone Tumor: Some Con- 
siderations of Treatment. Radiology, 1933, xxi, 
348. 


The giant-cell bone tumor is a sharply circum- 
scribed central tumor of bone in which large multi- 
nuclear giant cells predominate. ‘These cells are 
distinguished from foreign-body giant cells by the 
central position of their nuclei. The tumor has a 
spindle-celled stroma and sometimes cystic spaces 
containing bloody fluid. Its growth is limited by the 
epiphyseal line, but after the epiphysis is closed, it 
may extend to the joint. Malignant degeneration 
may result from excessive repair activity. 

From the standpoint of treatment the giant-cell 
tumor may be regarded as a benign but progressive 
metaplasia which may result in disability if it is not 
eradicated. Biopsy should not be necessary as the 
diagnosis can be made by roentgen-ray examination. 
The usual treatment has been curettage and cauteri- 
zation, but many surgeons do not fully approve of 
this method. Especially when the bone involved is 
a weight-bearing bone, complete curettage of the 
growth may be impossible without interfering with 
its function. Roentgen therapy has yielded good re- 
sults in many cases. It is based on the theory that 
the giant cells are of an undifferentiated or embryo- 
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nal type and the irradiation hastens their maturity 
and death. Asa rule there is increased bone lysis for 
several weeks after the beginning of the treatment. 
There is no necessity for hospitalization, and there is 
no disfigurement of the limb such as results from 
surgery. 

Of a series of cases reported by Simmons, a clinical 
cure from roentgen-ray therapy was reported in 
from 73 to 75 per cent and a clinical cure from sur- 
gery in from 63 to 72 percent. Of the author’s seven- 
teen cases, ten were clinically cured—four by roent- 
gen-ray therapy alone, five by roentgen-ray therapy 
and surgery, and one by excision. If surgical attack 
is thought advisable, it should be preceded and fol- 
lowed by roentgen therapy. 

Artuur Crark, M.D. 


Coley, W. B.: The Results of Irradiation in the 
Treatment of Operable Osteogenic Sarcoma of 
the Long Bones. Kadiology, 1933, xxi, 318. 


The very low percentage of cures from amputation 
for sarcoma of the long bones has been very dis- 
couraging. Twenty years ago this percentage was 
only from 2 to 4. More recently there has been 
improvement in the results, due chiefly to earlier 
diagnosis. The author concludes that these tumors 
are too resistant to justify irradiation. Ewing, Jane- 
way, and Pinch are in accord with this conclusion. 
The solution therefore seems to be earlier diagnosis 
and earlier amputation. When a positive diagnosis 
cannot be made by clinical and roentgen studies, 
biopsy should be done. Frozen sections may be 
misleading. No harm will come from waiting for 
paraftin section. 

Although some, including Bloodgood, advocate a 
period of irradiation of three or four weeks while 
waiting for consultations, a number of serious results 
from over-irradiation of bone tumors have occurred. 
Several cases are cited. Improvement in the tech- 
nique of deep roentgen-ray therapy and radium 
irradiation may improve the results, but at present 
the author does not believe that we are justified in 
substituting irradiation for amputation in early 
operable sarcoma of the long bones. 

Exception is taken to the report of Bartlett on a 
study of cases in the Registry of Bone Sarcoma, in 
which it is stated that the 29 cases of five-year cure 
from amputation were not cases of “typical’’ 
osteogenic sarcoma. Coley says that if by “‘typ- 
ical’’ Bartlett means only the tumors showing new 
bone formation radiating at right angles to the 
shaft, then only 18 per cent of all osteogenic 
sarcomata can beincluded. Moreover, Bartlett’s list 
does not include all of the five-year cures. 

The author reports 4 cases of cure by treatment 
with radium, deep roentgen irradiation, and Coley’s 
toxins, but all of the tumors were fibrosarcomata of 
low malignancy, some of which did not produce new 
bone. An analysis is given of 168 cases at the Me- 
morial Hospital, New York. In the cases treated by 
roentgen-ray or radium irradiation without amputa- 
tion there were no five-year cures, whereas in 129 
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cases treated by amputation or resection there were 
7 such cures. In 4 of the cases of five-year cure the 
humerus was involved, and in the 3 the femur. Of 3 
cases treated by irradiation and the use of Coley’s 
toxins, 4 were cured without amputation and 2 with 
amputation. The series shows 56 five-years cures of 
sarcoma of the long bones. In 33 the sarcoma was 
of the osteogenic type and:in 23 of the endothelial 
myeloma type. 

In conclusion Coley says that routine irradiation 
of early operable cases should be abandoned, even 
as a preliminary while awaiting opinions. It is 
doubtful whether postoperative irradiation will 
prevent metastases. Coley’s toxins and irradiation 
may cure the less malignant fibrosarcomata and 
those of the endothelial myeloma type. In cases of 
inoperable tumors irradiation may retard the growth 
of the neoplasm and relieve pain. In all others 
amputation should be performed as soon as a 
positive diagnosis is made. 

WILLIAM ARTHUR CLARK, M.D. 


Hough, G. De N., Jr.: Progressive Pseudohyper- 
trophic Muscular Dystrophy: Results of 
Treatment with Epinephrin and Pilocarpin. 
J. Am. M. Ass., 1933, Ci, 2113. 


Hough reviews his thirty-eight cases of pseudo. 
hypertrophic muscular dystrophy and fifty-six cases 
reported by others in which epinephrin and pilocar 
pin were administered daily. He states that all of 
his patients showed either subjective or objective 
improvement while they were under the treatment. 
However, the improvement was most marked in 
least advanced cases, and in only one case was there 
any evidence that the progress of the disease had 
been stopped. Hough therefore believes that the 
treatment is not curative and must be continued in- 
definitely. He doubts whether it has any influence 
on the duration of life. The improvement in his 
cases was not sufficient to enable the patient to walk 
again after the ability to walk had been lost, but it 
greatly improved any function that was still possible. 
Hough gives daily 0.1 c.cm. of a 1 per cent solution 
of pilocarpin and 0.2 c.cm. of a 1 per cent solution 
of epinephrin. He admits that a different dosage or 
the combined use of other methods of treatment 
might be beneficial. Paut C. Cotonna, M.D. 


LeSage, A.: Tuberculous Rheumatism. Cavadiai 
M. Ass. J., 1934, XXX, 30. 


Tuberculous rheumatism is often confused with 
gouty or gonorrhceal arthritis. It is seldom correctly 
diagnosed. When a spontaneous arthritis develops 
in a patient who has gonorrhoea and no other 
infection the arthritis is regarded as gonorrhceal. 
Similarly, when arthritis develops suddenly in a 
tuberculous individual, the tuberculosis should be 
held primarily responsible for it. The author 
believes that an ordinary “rheumatism” may be 
the sole clinical and even the sole anatomical 
manifestation of a tuberculous infection, and that 
its nature may be determined only by experimenta! 
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procedures. Clinically, a protracted “rheumatic”’ 
inflammation of a joint which gradually turns into 
a tumor albus is tuberculous from the beginning. 
There is no reason to assume that an acute rheuma- 
tism which occurs in a person with pulmonary 
tuberculosis is due to a secondary infection. Rheu- 
matic manifestations following injections of tuber- 
culin are well known. 

The anatomical and bacteriological proofs of the 
correctness of this theory of tuberculous rheumatism 
are found in cases in which there are specific cellular 
reactions in the joints or aspirated joint fluid yields 
the tubercle bacilli on culture or guinea-pig inocula- 
tion, but the author admits that in the majority of 
cases these proofs are lacking. According to the 
Lyons School of Medicine, headed by Poncet, the 
tubercle bacillus may produce simple inflammatory 
(non-specific) lesions in serous membranes. 

The manner in which such a tuberculous rheuma- 
tism is brought about is conjectural. Four theories 
have been advanced. According to one, the con- 
dition is due to diffusible toxins, whereas according 
to another it is produced by adhesive poisons. Both 
of these theories are unsatisfactory. According to a 
third theory, the condition is due to the direct 
action of the bacillus, and according to a fourth, it 
is due to the action of a filterable virus. 

Le Sage believes that tuberculous rheumatism may 
be due to the action of the bacillus itself, and that in 
some cases this bacillus produces a non-specific 
inflammatory reaction. He is of the opinion also 
that there is a virus form which may cause rheuma- 
tism and then change very slowly into the bacillary 
form without causing obvious clinical signs of tuber- 
culous infection. This apparently is the explanation 
of cases of rheumatism which go gradually over into 
the tumor albus type of joint. At this later stage the 
tubercle bacillus may be found on culture or 
guinea-pig inoculation of the joint fluid. The 
author reports seven cases which support these 
conclusions. Clinically, tuberculous rheumatism is 
characterized by local attacks with more or less 
brief periods of respite and obstinate relapses. This 
may produce chronic arthritis, cysts containing rice 
bodies, and retraction of the palmar aponeurosis in 
the hands, three clinical forms of the disease which 
are often not recognized as being of tuberculous 
origin. Cuester C. Guy, M.D. 


Brown, L. T., and Kuhns, J. G.: Mechanical In- 
stability of the Shoulder Joint in Relation to 
the Prevention and Treatment of Painful 
Shoulders. J. Bove & Joint Surg., 1934, xvi, 88. 


This article is an illustrated discussion of the fac- 
tors predisposing to muscular, tendinous, and cap- 
sular injuries about the shoulder joint. The same 
factors may defeat conservative or operative meth- 
ods employed to relieve these injuries. 

_The authors emphasize that mechanical insta- 
bility of the shoulder joint is related directly to poor 
body mechanics in the thoracic and cervical spines and 
the thorax as faulty posture allows the,shoulder 
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joint to assume a position that predisposes it to in- 
jury and renders treatment of the injury difficult if 
not unsatisfactory. The shoulder girdle is so con- 
structed that when the body as a whole assumes a 
drooped position the habitual position of the shoul- 
der is one of constant strain on the structures which 
stabilize the joint. 

When poor postural habits are corrected, the head 
of the humerus is held in the glenoid cavity by the 
ligaments alone and no undue strain is placed on the 
muscles. The glenoid cavity then assumes such an 
angle that the head of the humerus can rest on its 
lower lip and thus further relieve the strain on the 
muscles attached to the greater tuberosity. 

James K. Strack, M.D. 


Ghormley, R. K.: Low Back Pain, with Special 
Reference to the Articular Facets, with the 
Presentation of an Operative Procedure. /. Am. 
M. Ass., 1933, Ci, 1773. 


The articular facets must be regarded as the only 
true joints in the spinal column. As they are true 
joints, hyaline cartilage covers their surfaces and 
synovial membrane lines their articular capsules. 
The articular capsule is more redundant and loose in 
the cervical region than in the lower portion of the 
spinal column. The pains are often static; that is, 
they are relieved by certain postures and greatly 
exaggerated by others. 

The degenerative changes which occur charac- 
teristically in hyaline cartilage may be seen in the 
articular cartilage of these facets, together with the 
eburnation of the underlying bony trabeculae. This 
degeneration may go on to complete loss of the car- 
tilaginous surface and irregular hypertrophy of the 
margins similar to that in advanced stages of degen- 
eration or hypertrophic arthritis of other joints. 

There is evidence in the literature that, by some, 
the facets have been regarded as causes of sciatic 
pain. The author believes they cause not only 
sciatic pain, but also lumbosacral pain with or with- 
out sciatic pain. Most patients who complain of 
pain of sudden onset low in the back which is brought 
on by some activity often trifling in its severity, but 
usually involving a twisting or rotary strain of the 
lumbosacral region are probably victims of the 
“facet syndrome.” Proof of these changes is in many 
instances difficult to secure, but much aid in estab- 
lishing the diagnosis will be derived from oblique 
roentgenograins of the lumbosacral region. Before 
operative treatment is decided on, the surgeon must 
be certain of the joints to be stabilized or the result 
may be poor. The combined lumbosacral and sacro- 
iliac fusion described by the author has proved much 
more satisfactory than any other type of operative 
procedure. 


Freiberg, A. H., and Vinke, T. H.: Sciatica and the 
Sacro-Iliac Joint. J. Bone & Joint Surg., 1934, 
xvi, 126 

Freiberg and Vinke believe that sciatica is rarely 
caused by narrowing of the lumbosacral space. They 
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admit that narrowing is frequently observed with 
sciatica, but state that they have found it also in the 
absence of sciatic pain. They say, ‘“We have thus 
far encountered no case in which sciatica and 
narrowed joint space were found without, at the 
same time, presenting evidence, in the stereoscopic 
view of the pelvis, of arthritic change in the sacro- 
iliac joint of the painful side.” They believe that 
such an arthritic process probably has a relaxing 
effect upon the ligaments, thus permitting abnormal 
motion with increased joint limitation and pain, and 
that quite frequently, while the disability appears 
to be of recent origin, a study of the history will 
reveal attacks of back pain of varying severity. 

The straight leg-raising test, which has hitherto 
been used to demonstrate sciatic pain in connection 
with the sacro-iliac joint, may be more reasonably 
explained by the fact that the pyriformis muscle is 
the only one which has a very intimate anatomical 
relationship with the sacro-iliac joint and the sciatic 
nerve. The authors’ anatomical studies on the 
cadaver demonstrated that during the straight leg- 
raising test the sacrotuberous ligament and pyrifor- 
mis muscle particularly are put under tension long 
before stretching of the sciatic nerve occurs. There- 
fore it is possible to consider the mechanical effect of 
pressure on the sciatic nerve as the result of con- 
tinuous spasm of the pyriformis muscle, which 
irritation is due to its close relationship to the 
pathological changes in the sacro-iliac joint. The 
authors admit that this explanation of sciatic pain in 
association with disease of the sacro-iliac joint lacks 
direct proof, but they believe it is correct. This 
theory suggests that the relief obtained from 


manipulative procedures for sciatic pain may be due 
to the release of adhesions between the pyriformis 
muscle and nerve sheath rather than to the stretch- 
ing of the nerve trunk, and that an operation on 
the tendon of the pyriformis at its trochanteric 
attachment might be attempted in cases of very 


obstinate sciatic pain. Pauw C. Cotonna, M.D. 

Gellman, M.: Osteochondritis of the Patella, In- 
cluding a Case with Multiple Epiphyseal In- 
volvement. J. Bone & Joint Surg., 1934, xvi, 95. 


The author reviews the history of our knowledge 
of osteochondritis and related diseases of epiphyses 
and ossification centers and reports two cases of 
osteochondritis of the patella. The first case re- 
ported by Gellman was of the simple primary type 
involving the patella alone. The patient was a six- 
year-old boy with intermittent pain and weakness 
in the knees, but no history or physical findings to 
indicate swelling, redness, or a rise in the local or 
general temperature. Roentgen-ray examination re- 
vealed a typical ragged, fragmented patella with 
areas of lessened density and incomplete ossification. 
Rest in bed for seventeen days without support re- 
lieved the symptoms. A follow-up roentgen-ray 
examination two years later showed that the patella 
had regained its normal structure but was larger 
than normal for the child’s age. 
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The second case reported was that of a twelve- 
year-old boy whose primary symptoms were similar 
to those in the first case. Roentgen-ray examination 
confirmed the clinical diagnosis of patellar osteo- 
chondritis and showed irregularities at the osteo- 
chondral borders of the lower epiphyses of each 
femur. While the objective findings were bilateral, 
the symptoms pointed only to involvement of 
the nght knee. This knee was immobilized. After 
three months all tenderness had disappeared and 
roentgen-ray examination showed restoration of the 
patella. However, shortly afterward symptoms 
occurred at the point of attachment of the tendon of 
Achilles to the os calcis, and a little later over the 
tibial tubercles. These also were relieved by con- 
servative methods. James K. Strack, M.D. 


Ghormley, R. K., Kirklin, B. R., and Brav, E. A.: 
Tuberculosis of the Knee Joint: A Comparison 
of Its Morbid Anatomy with Its Roentgenolog- 
ical Manifestations. Am. J. Roentgenol., 1933, 
XXX, 747. 


The roentgenological diagnosis of tuberculosis of 
the knee from arthritis of a non-tuberculous type 
remains a difficult problem despite recent advances 
in technique and interpretation. In the very early 
cases, roentgenographic signs are entirely lacking. 
For a given time there is probably more to be seen 
in the roentgenograms in the non-tuberculous than 
in the tuberculous type. In cases of short duration, 
pure synovial tuberculosis will be manifested by 
synovial thickening and sometimes by haziness of 
the joint. In non-tuberculous cases, thickening of 
the synovia will be found with about equal fre- 
quency, but general haziness occurs less often. 
Marginal erosion is suggestive of tuberculosis, but 
is seen also in the non-tuberculous type. Marginal 
lipping, while present more often in the non-tuber- 
culous variety, does not exclude tuberculosis. 

Thinning and interruption of the cortex of bone 
occur in both types of the disease. While preserva- 
tion of the joint space over a long period is more 
likely in cases of tuberculosis, it is often noted in 
non-tuberculous cases. In tuberculosis the area of 
greatest destruction, both in cartilage and bone, 
may be either central or marginal. In non-tuber- 
culous cases it is practically always central. Atrophy 
of bone is seen in both varieties in a large proportion 
of cases, and roentgenograms of the tuberculous 
joints may show sufficient destruction and hyper- 
trophy to simulate the picture of a Charcot joint. 

In late cases of both types destruction is advanced 
and distinction is often impossible. Abscesses of 
bone and sequestra are definite indications of tuber- 
culosis, but in a large percentage of cases sequestra 
are not visible in the roentgenogram. In the ques- 
tionable early cases, in which laboratory data are 
essential for the determination of the type of disease, 
the roentgenogram offers little impetus toward the 
swing of the pendulum to one side or the other. In 
moderately advanced cases of disease it may offer 
greater aid in the diagnosis. 
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A comparison is made between the roentgenogram 
and the gross and microscopic pathological speci- 
mens in sixty-five cases of tuberculosis and eleven 
cases of non-tuberculous arthritis of the knee joint. 
In a large percentage of cases the roentgenograms 
accurately demonstrate the pathological lesions, 
but, because of the similarity of the two processes, 
they cannot be considered in most cases as depend- 
able diagnostic evidence. ‘The principal short- 
coming of the roentgenogram is its failure to demon- 
strate the early pathological changes in bone or 
synovia and the presence of areas of sequestration. 
The principal advantage of the roentgenogram is the 
demonstration of bone lesions which may remain 
hidden beneath more superficial disease of the synovia 
or beneath structures that appear normal. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Pochintesta, A.: Bone Tuberculosis and the 
Method of Robertson Lavalle (La tuberculosis 
ésea y el método de Robertson Lavalle). Av. Fac. 
de med., Univ. de Montevideo, 1933, xviii, 487. 


The author discusses the development, scientific 
basis, technique, and results of the Robertson La- 
valle operation. 

The theory of the operation is obscure and does 
not conform to the accepted principles of pathology. 
Cure is supposed to be effected by resolution, no 
account being taken of fibrocalcareous encystment 
or remineralization. The “hyperemic strangulated 
focus” is inconstant and may be present in non- 
tuberculous processes. It may be confused with con- 
gested marrow. Its roentgenological determination 
is extremely difficult. In fact, Pochintesta admits 
that even after minute study of hundreds of roent- 
genograms made with Robertson Lavalle, he is un- 
able to find or define it, and he considers it an 
illusory and fugitive lesion. He states also that the 
difficulties of implanting the graft in the strangu- 
lated zone, provided this zone can be localized, are 
at present insurmountable. 

Pochintesta has collected sixty reports of this 
operation, chiefly from the Argentinian, Italian, and 
French literature. Sixteen per cent of the patients 
were cured and 12 per cent were benefited. Of 
forty-four patients operated on in Uruguay, 15 per 
cent were cured and 18 per cent were benefited. 

Two postoperative stages are recognized. The 
first, which lasts for from four to six months, is 
characterized by immediate and absolute cessation 
of pain and general improvement. Immediate relief 
of the pain is a characteristic result of the operation, 
but a sedative effect would be obtained by any de- 
compression. Canalization of the bone without the 
insertion of a graft would be sufficient to produce it. 
The theory of autogenous vaccination through the 
medium of the graft is being more widely accepted 
as an explanation of some of the beneficial effects of 
the operation. In some cases the first stage of the 
postoperative period is followed by a relapse. 
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The statistics are therefore not an absolute index 
of the results of the operation. They show only the 
results of inaccurate technique or deliberate modi- 
fications. Ultimately great advances will probably 
be made in this new field when its problems have 
been put on a scientific basis. The value of these 
methods lies at present in the obscure but effective 
action of the graft in the vicinity of a tuberculous 
lesion, which aids calcification, modifies trophism, 
changes the circulation, and intensifies the factors of 
defense. The method has opened up new problems 
for the investigator and surgeon. The operation can 
hasten cure considerably if it is done at the proper 
time and followed by correct after-treatment. 

The article is supplemented by roentgenograms, 
diagrams, and an extensive bibliography. 

M. EK. Morse, M.D. 


Koch, S. L.: Complicated Contractures of the 
Hand, Their Treatment by Freeing Fibrosed 
Tendons and Replacing Destroyed Tendons 
with Grafts. Ann. Surg., 1933, xcviii, 546. 


Infections in the hand follow the tendon and 
muscle sheaths and the worst damage is found where 
the exudate has been under the greatest tension, 
as in the digital tendon sheaths and under the anteri- 
or annular ligaments. In attempts at surgical repair 
it may be necessary to shorten a tendon, as for 
example, when flexors become, fixed in a relaxed 
position during acute infection. On the other hand, 
if the tendons have been contracted during the 
infection they must be lengthened to restore func- 
tion. Stiff joints must be well mobilized before ten- 
don surgery is done. 

Several specific cases are reported. In one, the 
flexor pollicis longus was enlarged and adherent to 
the base of the proximal phalanx of the thumb, 
preventing complete extension at the interphalan- 
geal joint. Freeing this tendon and covering it with 
fat resulted in normal function. In another case, the 
flexor profundus of a finger in fixed flexion con- 
tracture was found seven months after the injury 
to be adherent to the flexor sublimis at its bifurca- 
tion. When this adhesion was relieved surgically 
the contracture was cured. In a third case the 
sublimis tendons to 3 fingers were sacrificed to allow 
room for the profundus, and the distal fragment of 
the latter was sutured to the proximal fragments of 
the sublimis and the profundus combined. Accord- 
ing to Bunnell, the loss of the sublimis tendon is 
hardly noticed. Five other cases with more extensive 
disability are reported with details of the technique 
of treatment and illustrations. 

Tendon grafting is necessary for the bridging of 
gaps caused by extreme contracture of the proximal 
fragment of a severed tendon; for cases in which 
infection has caused so many adhesions around a 
sutured tendon that it is impossible to free them and 
obtain a workable tendon; and for cases in which 
there has been complete destruction of a tendon. In 
the finger the bed is prepared for the tendon graft 
by removing all scar tissue and fragments of the old 


4406 


tendon. The author prefers free exposure by lateral 
incision to the tunneling advised by some surgeons. 
End-to-end suture of the graft to the tendon is the 
method of choice. It is better to attach the distal 
end of the graft directly to the bone after removing 
the distal fragment of the torn tendon. On the distal 
phalanx, instead of trying to drill the small bone for 
attachment, the tendon graft may be looped around 
the back of the bone and sutured to itself on the 
palmar side. For a gliding mechanism, the tendon 
graft, when removed from the foot, is taken with its 
surrounding areolar tissue intact to preclude the 
necessity of wrapping with fat from another source. 
An annular ligament must be reconstructed at the 
second phalanx and at the middle of the proximal 
phalanx. This may be done by wrapping a free 
tendon graft around the phalanx, including the new 
grafted tendon and holding it down to the bone. 
Strips of the sublimis tendon may be used instead 
of a free graft. 

In order to make as easy as possible the procedure 
of attaching the tendon graft to the distal phalanx 
and of constructing new annular ligaments to hold 
it in its bed when tension is put upon it, the author 
has come to perform the various steps of the opera- 
tion in a definite order. After the remains of the 
scarred tendon have been completely excised the 
graft is laid in place and attached to the distal 
phalanx. A silk suture is attached to the free end 
of the graft and passed through the tunnel left by 
the excision of the scar tissue over the proximal 
portion of the proximal phalanx and out through 
the palmar incision. With the graft laid smoothly 
in the finger and held there by slight tension on its 
free end the new annular ligaments are constructed. 
When they are completed it is possible, by putting 
tension on the proximal end of the graft, to see 
exactly how well they function and if they have been 
sutured under the proper degree of tension. The 
next step is closure of the incisions in the finger. 
The proximal end of the graft is then sutured to the 
distal end of the tendon in the palm. The final step 
is closure of the incision in the palm. 

After this procedure the finger is put up in mode- 
rate flexion and the wrist in more pronounced 
flexion. 

This article is based on a series of 1o1 cases treated 
by the author or on his hospital services. The pa- 
tients ranged in age from two to seventy-two years. 
Seventy-seven of them were males. The average 
period of hospitalization was eighteen and four- 
tenths days. In 51 recent cases the average period 
of physical therapy was ninety-six days. In only 
11 of the tor cases was no improvement noted. 
Complete restoration to normal function cannot be 
expected in such cases, but the effort is worth 
while if a perfectly stiff finger can be given enough 
motion to render amputation unnecessary. 

The chief causes of failure are infection, the pulling 
out of insertions into bone, fibrosis and adhesions 
of grafts to surrounding tissue, and adhesions or 
ankylosis in joints. The attitude of the patient is 
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an important factor. It is obvious that a patient 
who is determined to obtain maximum function 
will have a much better result than one who desires 
motion to be minimal in order that he may obtain 
maximal financial compensation. It has sometimes 
been observed that results which were not very 
encouraging when the patient left the surgeon’s 
care become much better with subsequent use of 
the finger over a period of years. 
WILLIAM ARTHUR CLARK, M.D. 


McCauley, J. C., Jr., and Krida, A.: Early Treat- 
ment of Equinus in Congenital Club-Foot. 
Am. J. Surg., 1933, xxii, 478. 


The authors stress the importance of adequate 
correction of equinus in club-foot and outline their 
treatment with particular reference to the value vi 
subcutaneous tenotomy and capsulotomy. 

Treatment of congenital club-foot should be 
started as soon as possible by first correcting the 
varus and using the tendon of Achilles and posterior 
ankle structures as resistance to work against. By 
weekly stretchings the position of the sole line is 
gradually changed from inversion to eversion and the 
long axis of the foot from adduction and inwari 
displacement of the forefoot to abduction and out 
ward displacement. When this over-correction has 
been obtained, the tendon of Achilles and posterior 
ankle structures are stretched to correct the equinus 
deformity. Every precaution should be taken to 
avoid injury to the structures of the foot and partic- 
ularly to the skin. The number of sittings required 
varies from four to sixteen according to the degree 
of deformity and the resistance and structure of the 
foot, and should proceed as rapidly as possible. \ 
plaster-of-Paris bandage is applied over a thin layer 
of cotton flannel bandage and replaced by adhesive 
plaster when the angle between the dorsum of the 
foot and the leg becomes too acute for the plaster 
of-Paris dressing. At this time daily stretchings at 
home should be instituted. 

When clinical over-correction has been obtained, 
a lateral roentgenogram is made with the foot in 
complete dorsal flexion. In a large percentage o/ 
cases it will be found that the correction is anterior 
to the os calcis and astragalus while these structures 
remain in equinus. The authors recommend sub- 
cutaneous tenotomy and capsulotomy as a routine 
detail in the treatment. Under general anesthesia, 
a subcutaneous achillotomy with division of poste 
rior, posterolateral, and posteromedial capsular 
and ligamentous structures is performed. Upward 
pressure on the sole of the foot is maintained during 
the procedure and dorsal flexion is applied as fa: 
posteriorly as possible along the sole. As much 
correction as is permitted by the circulation is 
maintained, preferably with adhesive plaster. 

At the end of a week another stretching, without 
anesthesia, is done and the foot again examined 
with the roentgen-ray. The roentgen examination 
should then demonstrate true correction of the 
equinus. The foot is then held in the extreme over 
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corrected position for from one to two months, the 
proper length of time being determined by trial 
periods of release from the retention dressings. After 
discontinuance of the fixation, daily stretchings are 
performed at the patient’s home. 

In conclusion the author says that this procedure 
is to be considered also in the treatment of older 
children. Rupovpu S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Ayrolo, A. B.: A Case of Recurrent Posterior Dis- 
location of the Scapulohumeral Joint (Sobre un 
caso de luxaci6n posterior recidivante de la articula- 
cién). Rev. de ortop. y traumatol., 1933, iii, 188. 


The case reported was that of a girl eighteen years 
of age. The patient had been born at term. The 
labor was difficult, and the obstetrician had used 
strong traction on her right arm. After birth, 
there had been pain and swelling of the joint for 
several days. About five months before the patient 
came for treatment, dislocation of the joint occurred 
when she made a movement of abduction with the 
arm extended, but in a few minutes it became re- 
duced spontaneously. Since then it had recurred 
whenever the same movement was made. It took 
place without pain and could be reduced easily. 

At operation performed under ether anesthesia 
on April 15 the joint was exposed through an inci- 
sion on the posterior surface of the shoulder begin- 
ning at the acromion process and running down par- 
allel with the posterior axillary line. A capsulor- 


rhaphy was performed and a plaster cast including 


the thorax was applied. After two months the cast 
was removed and massage, progressive movements, 
and treatment with heat and electrotherapy were 
begun. By May 9, the movements of the arm had 
become completely normal. 

Aubrey Goss Morcan, M.D. 


Howard, N. J., and Eloesser, L.: The Treatment of 
Fractures of the Upper End of the Humerus. 
An Experimental and Clinical Study. /. Bone 
& Joint Surg., 1934, Xvi, 1. 

The authors studied stereoscopic roentgenograms 
of eighty-eight fractures of the proximal portion of 
the humerus recorded since 1925 in the files of the 
Department of Roentgenology of Stanford Univer- 
sity Medical School. Not a single fracture of the 
anatomical neck was found. The authors believe 
that Kocher’s classification of supratubercusar, 
pertubercular, infratubercular, and subtubercular 
fractures is more logical than the usual classifica- 
tion. Of the fractures they review, twenty-four 
were pertubercular, fifty-five were infratubercular 
and subtubercular, five were epiphyseal separations, 
and four were fractures of the humeral shaft ex- 
tending upward into the surgical neck. The largest 
group were forty-one fractures of the high or in- 
fratubercular type, all of which occurred in adults. 
Of the fourteen subtubercular fractures, eleven 
occurred in children from four to ten years of age. 


‘ 


The displacements are analyzed. ‘The most 
frequent were abduction, external rotation, and 
forward displacement of the proximal fragment; 
internal rotation with medial and anterior displace- 
ment, and abduction of the distal fragment. Shorten- 
ing ranging from a few millimeters to 4 cm. is 
always present. 

The subtubercular fractures in young children 
occurred in the region of the upper shaft where the 
dense cortical bone begins to thin out and become 
replaced by cancellous bone. 

The shoulder muscles of a normal stillborn male 
fetus of six months were dissected and their measure- 
ments compared with those of the shoulder muscles 
of an adult male cadaver. In the stillborn infant 
there was low attachment of both upper and lower 
insertions of the pectoralis major, latissimus dorsi, 
and teres major muscles. The authors believe that 
this explains the low position of humeral fractures 
in the first decade of life. 

Of the twenty-four pertubercular fractures re- 
viewed, all occurred in adults and only two before 
the fifth decade of life. As a group such fractures 
are characterized by impaction. 

All of the epiphyseal separations occurred in the 
second decade of life. 

A detailed description is given of shoulder-muscle 
action as worked out on a phantom model with rope 
and elastic traction similar to that devised by 
Mollier. The article contains photographs of the 
model and charts showing muscle synergy and 
antagonism following different movements at the 
shoulder joint. An analysis of the reduction of 
fractures of the upper extremity of the humerus 
showed that downward traction with simultaneous 
lateral right-angled traction on the upper end of the 
lower fragment gave exact reduction, whereas 
traction in the abducted position or in Boehler’s 
position did not. 

The authors believe that Bardenheuer’s principles 
of treatment of these fractures deserve consideration. 
They describe their method of reduction, which 
they usually employ under local anesthesia with the 
patient sitting on a stool. It consists of a downward 
pull by means of the operator’s foot in a swathe 
around the patient’s forearm which is held flexed by 
an assistant. The operator’s hands are free to 
manipulate the distal fragment. After the reduction 
a small pad is placed in the axilla, the forearm is 
held by a sling, and the arm is bound loosely to the 
body. Massage is used from the beginning. Passive 
motion is started in the first week, and gradually 
increasing active motion at the end of the second 
week. BARBARA B. Stimson, M.D. 


Haggart, G. E.: The Treatment of Comminuted 
Colles’ Fracture in Elderly Patients. Vew 
England J. Med., 1933, ccic, 1140. 


Seventeen of the last twenty-five fractures of the 
lower end of the radius seen at the Lahey Clinic 
occurred in persons over fifty-eight years old. In 
many of them there was comminution of the frag- 
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ments. Haggart urges early reduction followed by 
proper splinting. 

The anesthetic of choice at the Lahey Clinic in the 

treatment of such fractures in elderly persons is 
avertin. With the patient lying on the fluoroscopic 
table, traction and countertraction are made and 
the impaction of the radial fragments is broken up. 
With the traction maintained, the fragments are 
then moulded into alignment by firm pressure of the 
operator’s thumb passed distally over the dorsum 
of the patient’s wrist. The hand is placed in the 
position which best maintains the alignment and the 
normal anatomy of the joint, and is held by the 
operator while an assistant applies a sugar-tongs 
plaster splint. The splint is applied to the elbow, 
forearm, wrist, and hand, and bandaged in place 
with gauze. It is so constructed that it permits 
complete flexion in all interphalangeal and meta- 
carpophalangeal joints, but prevents pronation and 
supination and provides anteroposterior immobil- 
ization of the radius and ulna. 

The patient is instructed to use his fingers con- 
stantly and abduct the arm over the head at least 
six times daily. The splint may be adjusted as neces- 
sary by cutting the gauze bandage if the swelling 
increases or tightening it when the swelling recedes. 
It is left on for from five to seven weeks. If the 
findings of roentgen-ray examination after removal 
of the splint are satisfactory, physical therapy. with 
radiant light, massage, and active exercises is begun. 

S. Reicu, M.D. 


Toledo, P. S.: Subtotal Retrolunar Dislocation of 
the Carpus. Bilateral Lesions (Luxacién sub- 
total retrolunar del carpo, Lesi6n bilateral). Cirug. 
orlop. traumatol., 1933, i, 217. 


Two and a half years before the case reported 
was seen by the author the patient sustained lesions 
of both wrists as the result of a fall on the hyperex- 
tended hands. He had been treated unsuccessfully 
for fractures of the Jower end of the radii. He had 
marked loss of function, symptoms of nerve com- 
pression, and atrophy of the forearm muscles. 
Roentgenograms showed almost identical lesions in 
both wrists, namely, fracture of the scaphoid bone 
and of the edges of the articular surfaces of the 
radii, dorsal dislocation of the os magnum, and 
anterior displacement of the semilunar bone. 

The right wrist was operated upon first and the 
left wrist fifteen days later. Through a dorsal 
incision the fragments of the scaphoid, semilunar, 
and cuneiform bones were excised, the os magnum 
being left to articulate with the radius. After twelve 
days of immobilization in slight extension, physical 
therapy was begun. The results were very good. 

In carpal lesions a clinical diagnosis is difficult and 
roentgen-ray examination of both wrists is indis- 
pensable. Anteroposterior and lateral roentgeno- 
grams should be taken. 

Fracture of the scaphoid is characterized by 
symptoms of sprain of the wrist with the maximal 
manifestations in the anatomical snuff-box. In old 
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cases it is suggested only by an increase in the 
thickness of the external carpal column. The frac- 
ture usually occurs in the medial part of the bone. 
Displacement of fragments is absent or slight. 
Subtotal dislocation of the carpal bones is fre- 
quent. The condition must be differentiated from 
bipartite scaphoid. The fracture must be reduced 
if possible and the wrist immobilized for six weeks 
between flexion and extension. If reduction is im- 
possible the fragments must be extirpated. 
Subtotal retrolunar dislocation of the carpus is 
characterized by displacement of the os magnum 
behind the semilunar bone. The dorsal dislocation 
may occur with or without enucleation of the 
semilunar bone, depending on whether the anterior 
radiolunar ligament tears or not. The enucleated 
semilunar bone frequently rotates go degrees around 
the anterior radiolunar ligament as an axis. Pain 
and loss of function are marked, the wrist becomes 
round, and symptoms of nerve compression often 
develop. At the base of the third metacarpal the 
normal depression is obliterated by the head of the 
os magnum. In recent cases, especially those with 
symptoms of nerve compression, reduction shoul: 
be attempted immediately. If the attempt fails, as 
is frequently the case, the semilunar bone must be 
surgically replaced or extirpated. In old cases, 
extirpation of the seaphoid bone, semilunar bone, 
and sometimes the cuneiform bone is necessary. 
W. H. Martinez, M.D. 


Kuechel, W.: The Treatment of Fractures of the 
Carpal Bones. Late Results (Ueber die Be- 
handlung der Handwurzelbrueche. Nachuntersuch- 
ungsergebnisse). Muenchen. med. Wehnschr., 1933, 
ii, 1350. 

Follow-up examinations made by the author show 
that the frequency of fractures of the carpal bones is 
not sufficiently recognized. In cases in which the 
injury is assumed to be a simple sprain and a roent- 
gen examination is not made, improper treatment is 
given and the fracture is recognized too late. In 
most cases there is a fracture of the scaphoid and 
semilunar bones or a fracture of a carpal bone with 
perilunar luxation. 

Fractures of the carpal bones require absolute 
immobilization obtained by means of a plaster cast 
or a dorsal plaster splint. In simple cases the immo- 
bilization should be continued for a period of three 
weeks and in complicated cases for as long as five or 
six weeks. Even in cases of innocent looking dis- 
tortions of the wrist, failure to make a roentgeno- 
graphic examination is inexcusable. A good func- 
tional result can be obtained only by strict immobili- 
zation. ScHENK (Z). 


Ernst, M., and Roemmelt, W.: Fragmentation 
Chips from the Carpal Bones (Ueber Abspreng- 
ungen an den Handwurzelknochen). Deutsche 
Ztschr. f. Chir., 1933, ccxlii, 438. 


On the basis of ninety cases the author discusses 
the occurrence of chipping of the carpal bones as an 
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injury distinct from ordinary fractures. As a rule 
there is a tearing fracture. Only in the semilunar 
bone are small fragments observed after direct 
fractures. For diagnosis, roentgenograms from 
various angles as well as stereoscopic views are 
necessary. The small fragments rarely heal to the 
bone, but form pseudo-arthrotic unions. 

The article contains a large number of roent- 
genograms showing the site and type of fragmenta- 
tion occurring in individual bones. 

Clinically the small fragments cause compara- 
tively slight and only transitory distress. More 
serious and lasting pain, and not rarely permanent 
disturbances, are caused only by injuries of the semi- 
lunar bone and the trapezium. In injuries of these 
bones prolonged rest is necessary, whereas in in- 
juries of the smaller bones brief rest followed by 
physical therapy gives satisfactory results. 

The authors believe that many of the so-called 
accessory carpal bones are merely healed pseudo- 
arthritic fragments. E. Koenic (Z). 


Schnek, F.: The Roentgenological Diagnosis of 
Fracture of the Scaphoid Bone of the Hand 
(Zur roentgenologischen Diagnose von Kahnbein- 
bruechen der Hand). Zentralbl. f. Chir., 1933, p- 
1954. 


Fracture of the scaphoid bone of the carpus is 
common. Delay of recognition and non-recognition 
of this injury are due to faulty clinical examination 
and improper roentgenological methods. The usual 
dorsovolar view with the wrist in extension is not 
satisfactory as in this position the hand is in slight 
volar flexion. In this position the scaphoid is in a 
somewhat volar-flexed position; the fracture line, 
which is usually vertical to the long axis of the bone, 
is seen in an oblique direction; and even a rather 
wide fissure may be almost invisible. If the hand is 
placed on the cassette in the position of a fist, it is 
somewhat dorsally flexed and ulnar-abducted, the 
scaphoid bone is visible in its entire extent, and the 
line of fracture is seen distinctly. For the side view, 
semi-pronation is often advantageous as the scaphoid 
bone is thereby brought out on the plate in its entire 
length and without overlapping shadows of the 
neighboring bones. Von TApPEINER (Z). 


Jepson, P. N.: Traumatic Backache. J. Am. M. 
ASS., 1933, Ci, 1778. 


The lower part of the back is a shock absorber 
and the pelvis and lower part of the spine are 
ruggedly built. According to Chamberlain’s method 
of computation, the male pelvis is normally capable 
of only from one-half to one-third the mobility of 
the normal pelvis of the non-pregnant female. How- 
ever, involvement of the pelvis causes much more 
discomfort in the male than in the female, and 
because of his occupation and more frequent ex- 
posure to trauma the male is more apt to suffer from 
traumatic backache than the female. 

According to Ryerson, younger patients are more 
apt to have mechanical instability than older 


patients, whereas older patients have an arthritic 
process which renders the joints more vulnerable to 
traumatism. 

Sprains of the back are very common. ‘The 
symptoms may develop at once or not until some 
time after the accident. The usual cause is external 
violence or stretching due to unnatural strain or 
stress. 

Traumatic back injuries are most frequent in the 
lumbar spine, next most frequent in the cervical 
spine, and least frequent in the thoracic spine. 

The chief symptom of traumatic backache is pain. 
As a rule there is a history of a blow, strain, or fall. 
If the condition is primarily muscular, the pain is 
intensified when the involved muscle or muscles are 
strained. When the back is moved in a certain direc- 
tion the pain is increased and muscle spasm occurs. 
In most cases standing is very painful. In others, 
the patient is unable to remain seated for any con- 
siderable length of time and any position he assumes 
is uncomfortable. Often there is discomfort follow- 
ing coughing or sneezing. 

In most low backaches caused by traumatism 
there is, in addition to pain, a definite list away 
from the affected side with referred pain in the 
posterior aspect of the thigh on the side opposite the 
direction toward which the pelvis lists. Back bending 
is limited in almost all directions, but particularly 
in a direction away from the side of the pelvic list. 

Among the tests devised to determine the site of 
the low back pain is forcible compression of the 
sacro-iliac joints, which will often elicit pain in the 
affected joint. 

In the test used by Gaenslen the patient is placed 
flat on his back with the thigh and knee of one lower 
extremity fully flexed and held in this position by 
the patient. The other lower extremity is held fully 
extended, and pressure is made on the knee. 

Another test consists of forcing the leg into 
flexion, abduction, and outward rotation. This 
causes pain in the sacro-iliac joint involved. 

Roentgen-ray examination in traumatic backache 
is usually negative unless there is an associated 
arthritis. In the great majority of cases of back 
injury, pain or tenderness is present in one or both 
sides of the lowermost part of the abdomen. This 
region is supplied by the hypogastric and_ilio- 
inguinal nerves which, in addition to supplying the 
lower part of the abdomen, send sensory filaments 
to the buttock. 

In the differential diagnosis of traumatic arthritis 
of the back a fracture or a pre-existing hypertrophic 
arthritic condition must be ruled out. The treat- 
ment must be specific and definite and follow a 
regular plan. 

The prognosis as to recovery is good provided 
associated abnormal conditions are corrected. 
Among the latter are foot strain and focal infection. 

In the treatment given by the author the patient 
is placed on a fracture bed or, in home treatment, a 
suitable modification thereof, and Buck’s extension 
is applied to both legs. If the Buck’s extension 
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makes the patient unusually restless, the weights 
are raised for half an hour from time to time. The 
patient is allowed to turn on his side for a change of 
position, but as a rule is kept on his back in order 
to obtain the maximum amount of positive support 
and immobilization. This position is maintained for 
two weeks. At the end of that time a plaster-of- 
Paris cast is applied with the patient resting on a 
modified Goldthwait hyperextension frame. The 
cast extends from the armpits down to the knee on 
the side of the referred pain. 

By holding the back in hyperextension the maxi- 
mum amount of immobilization is obtained and the 
position acquired while the patient is lying in bed is 
maintained approximately. 

After the patient has become accustomed to the 
cast he is allowed out of bed for a limited time, 
and as he becomes stronger the periods of freedom 
are gradually increased. The cast is usually kept 
on for two weeks, and in some severe cases for three 
weeks. At the end of that time it is removed and 
the back is strapped with adhesive tape. A back 
brace or corset made from measurements previously 
taken is applied over the strapping. The adhesive 
tape is left on for four or five days and then re- 
applied. 

Between strappings, treatment by baking and 
light massage is given. At the end of two weeks the 
adhesive tape is removed and mild exercises are 
begun. The exercises are gradually increased in 
Antuony F. Sava, M.D. 


severity and scope. 


Niederecker, K.: Traumatic Injuries of the Hip. 
Occurrence, Treatment, and End-Results on 
the Basis of Institutional Material During a 
Period of Ten Years (Die traumatischen Verlet- 
zungen der Huefte. Entstehung, Behandlung, und 
Endausgaenge auf Grund des rojaehrigen An- 
staltsmaterials). Arch. f. orthop. Chir., 1933, Xxxiii, 
567. 

This is a report on 102 cases of hip injuries includ- 
ing fractures of the neck of the femur, simple disloca- 
tions or central dislocations with fracture of the 
pelvis, injuries of the soft parts and their sequelz, 
slipped epiphyses, coxa vara, osteochondritis juven- 
ilis coxe, and sprains. The youngest patient was 
four years old (slipped epiphysis) and the oldest 
eighty-seven years (fractured neck of the femur). 
Up to the twentieth year of age epiphyseal separa- 
tions predominated whereas fractures of the neck 
of the femur and dislocations were less common. 
Dislocations with the different types of fracture of 
the pelvis were most frequent between the twentieth 
and fiftieth years of age. Fractures of the neck of the 
femur were most common after the fiftieth year (76 
males, 26 females). The majority of the females had 
a fracture of the neck of the femur which occurred 
at an advanced age and in many instances was 
caused by a fall. Of the factors responsible for the 
injury according to the statements of the patients, 
the most common were blows against the hip, 
trochanter, or buttock and falls on these parts. In 


INTERNATIONAL ABSTRACT OF SURGERY 


the cases of miners they were crushing against a wall, 
a fall on the hip and buttock from a considerable 
height with the legs extended, crushing by scaffold- 
ing or earth, the blow of a heavy object on the hips, 
entanglement in a belt gearing, the lifting of a 
heavy load with the hips bent, and torsion of the 
body. For separation of epiphyses a very trifling 
cause was sometimes sufficient. Dislocations, es- 
pecially central dislocations with several fractures 
of the pelvis, occurred only under great force. 

The majority of the injuries were fractures of the 
neck of the femur of various types. Only 20 of the 
55 patients were brought to the hospital immedi- 
ately after the accident. The 35 others were 
admitted from several weeks to several years after 
the injury. The outward rotation characteristic of 
fractures of the neck of the femur was especially 
pronounced in the pertrochanteric crush fractures. 
The old cases showed a high position of the tro- 
chanter; a positive Trendelenburg sign; coxa vara; 
limitation of movement, especially of abduction and 
internal rotation; and pseudarthrosis. In impacted 
fractures without dislocation there were few signs, 
sometimes even after several days. 

Roentgen examination is indispensable. It gives 
information regarding the course of the fracture line 
and in old cases it shows the type of displacement 
and the changes in the head and neck of the femur. 

In the cases of persons with old injuries who enter 
the hospital because of pain and difficulty in weight 
bearing and locomotion, the treatment should be 
conservative. In cases of recent injuries with dis- 
placement, reduction should be done under anes- 
thesia and a plaster dressing applied. In cases of 
recent fractures with impaction or no displacement, 
only the application of a plaster dressing is neces- 
sary. In the cases of old patients with a pseudar- 
throsis, treatment with a brace is indicated. The 
author cites 2 cases of old injury in which a hip 
plastic operation by Lexer’s method was done, in 
one with removal of a deposit of bone outside the 
joint, and in the other with osteotomy. For cases 
of poorly healed fracture of the neck of the femur 
Niederecker rejects resection as a mutilating opera- 
tion. On the other hand, he recommends the plastic 
operation by Lexer’s method even for old persons 
if they are healthy. In the cases of patients who 
come for treatment soon after the accident he uses 
the Whitman procedure. In impacted fractures the 
impaction should be broken up if the patient is a 
sturdy individual, the fracture then reduced, and 
a plaster dressing applied on an extension table 
with incorporation of the normal leg as far as the 
knee. In the reviewed severe cases which were 
treated early the healing period ranged from five to 
six months. When treatment was given early, the 
end-result, particularly as regards the recovery oi 
full capacity for work, was entirely satisfactory 
both in the cases of laborers and those of persons 
of the higher age groups who were injured in ac 
cidents. Compensation, when it was awarded, coul: 
be discontinued after two years. In hip plasti: 
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operations a favorable end-result cannot be expected 
until after a period of years and continued after- 
care. Even patients with pseudarthroses can be 
rendered fully capable of full work. 

Among the cases reviewed there were 17 of 
dislocation. Just as in the cases of fracture of the 
neck of the femur, there were cases in this group 
also which came for treatment several years after the 
accident. In 1 case thirteen years had passed. 
Reduction was done under anesthesia. When the 
Kocher and lever methods failed, reduction was 
effected by traction from behind and inward rota- 
tion. In cases of suprapubic dislocation it was ac- 
complished by simple traction. The reduction 
maneuvers used in old cases were the same as those 
employed in cases of congenital dislocation of the 
hip. In cases of recent central dislocation extension 
treatment was given for five weeks and followed by 
immobilization between sand bags. Walking was 
not allowed until after six or seven weeks. In cases 
of dislocation poorly healed several years after the 
injury, plastic operations for reconstruction of the 
head of the femur, acetabulum, and acetabular roof 
were done. Full capacity for work was restored. 

There were 13 cases of contusions. Sometimes a 
picture of serious illness is presented in such cases 
in spite of negative reontgenograms, and if the 
symptoms do not soon subside chronic and even 
tuberculous infectious processes may develop as 
sequela. Operation was performed in 6 cases. 
Mobilization of the hip joint and subtrochanteric 
osteotomy were each done twice. 
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There were 13 cases of slipped epiphysis with 
consequent traumatic coxa vara. ‘The clinical 
findings in these cases were rather typical. The 
roentgen findings depended on whether the injury 
was recent or old. In 5 cases of already existing 
coxa vara a subtrochanteric osteotomy was done, 
and in 1 case a plastic operation on the hip by the 
Lexer method was performed. In 6 cases, non- 
operative reduction was done under anesthesia and 
followed by immobilization in a plaster dressing for 
seventy-two days. In to cases good results were 
demonstrated by the follow-up examination made 
after a period of years. 

There were 3 cases of osteochondritis juvenilis 
coxe. A history of trauma was determined defi- 
nitely. Two of the cases were recent. The treat- 
ment consisted in extension, the application of 
plaster, and the use of a brace. In the t old case 
the condition was found unchanged at the follow-up 
examination. In the 2 recent cases permanent satis- 
factory results were obtained. 

Arthritis may develop after any hip injury regard- 
less of the age of the patient, but is more frequent 
in older than in younger persons. It is most common 
after rough treatment methods causing injury to the 
articular cartilage. The constitution does not play 
the manifold réles in this condition that have been 
ascribed to it. 

The report shows how, even in the most severe 
hip injuries, complete restoration of function can be 
obtained when timely expert institutional treatment 
is given. A. FRAENKEL (Z) 
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BLOOD VESSELS 


Huard: A Case of Thrombophlebitis of the Arm 
Revealed by Effort. Resection of the Throm- 
bosed Segment of the Vein and Denudation of 
the Artery. Cure (Un cas de thrombophlébite du 
membre supérieur révélé par un effort. Résection 
du segment veineux thrombosé et dénudation 
artérielle. Guérison). Bull. et mém. Soc. nat. de 
chir., 1933, lix, 1406. 


The patient whose case is reported was a man 
thirty-eight years old who stated that after reaching 
for a telephone with his left hand he developed weak- 
ness in the hand and arm which was followed by 
increasing swelling. On his admission to the hos- 
pital the arm was oedematous and purple, abduction 
of the arm was painful, the axillary vein was hard 
and painful, and X-ray examination showed an in- 
creased upper mediastinal shadow. 

Twelve days after the patient’s admission to the 
hospital the thrombosed portion of the vein was re- 
moved and the artery denuded. Six days later the 
condition of the arm was much improved, but the 
left side of the head, face, and neck was cedematous 
and discolored and there was a painful enlargement 
of the left internal jugular vein. To relieve the con- 
gestion and pain, venesection was done on the ex- 
ternal jugular. Anti-syphilitic treatment was given 
because of a doubtful blood reaction. Clinical im- 
provement was very marked, but the arm remained 
weak and the mediastinal shadow persisted. 

The author reports observations on the arterial 
and venous blood pressure in the two arms and the 
variations produced in the pressure of the cerebro- 
spinal fluid by Queckenstedt’s procedure during 
the time that there was evidence of the thrombosis 
of the internal jugular vein on the left side. 

In discussing the cause of the thrombi the author 
states that the slight trauma seemed scarcely 
enough to produce the condition, but it is equally 
difficult to ascribe the condition to infection or 
syphilis. 

In the discussion of this report attention was called 
to the fact that in such cases there may be an increase 
in the blood platelets with a corresponding increase 
in the clotting time of the blood. 

CADENAT pointed out that infection within the 
chest is quite possible in such a case. 

Marsi W. Poo.e, M.D. 


Podkaminsky, N. A.: Disturbances in the Cardio- 
vascular System from Arteriovenous Aneurism 
(Stoerungen des Herzgefaesssystems infolge arterio- 
venoesen Aneurysmas). Arch. f. klin. Chir., 1933, 
clxxv, 169. 


Podkaminsky reports the case of a man who de- 
veloped a large arteriovenous aneurism several years 


after a severe injury of the femoral artery. When 
pressure was applied to the aneurism the blood 
pressure rose from 118/58 to 145/78 mm. Hg and the 
pulse rate decreased from 96 to 70. The heart was 
greatly enlarged. Marked dyspnoea and cedema 
were present. A murmur was heard over all of the 
valves. 

Three months after operation the heart was con- 
siderably reduced in all diameters, the patient was 
able to work and even to go up stairs without much 
fatigue, the cedema had disappeared, and the mur- 
murs had ceased. 

The author discusses the most commonly accepted 
theories regarding the symptoms associated with 
compression of an aneurism: (1) the reflex theory, 
(2) the mechanical theory (he cites especially the 
work of Rieder and Fick), and (3) the mechanico 
neurogenic theory, according to which the increase 
in the blood pressure is mechanical and the slowing 
of the pulse is neurogenic (Gerlach, Harke, Wachs- 
muth, Kleinschmidt). 

According to the author’s theory, both symptoms 
are mechanical. A certain amount of blood flows 
directly into the venous system. As a result there is 
a decrease of the blood pressure in the arterial system 
and an increase in the venous system with a distinct 
venous pulse. An increased amount of blood flows 
into the right heart under increased pressure. As a 
result, this part of the heart becomes dilated. The 
minute volume increases. However, as the arterial 
pressure decreases simultaneously, the load on the 
left heart is greatly increased. As a rule the blood 
pressure remains at a level below the normal. Ac- 
cording to Israel, this fact is responsible for a de- 
crease in the tone of the arterial walls, an increase 
in the capacity of the circulatory system, and a con- 
sequent further increase in the demands made upon 
the heart. The output and the contractions of the 
heart are increased. Dilatation and hypertrophy 
result. As the regulation of the pulse is dependent 
upon the dynamic characteristics of the heart 
muscle, the slowing due to compression is caused 
by overfilling of the heart. These hydrodynamic 
phenomena produced by the compression of an 
aneurism resemble the symptoms which the author 
has noted in persons who have worked in a bent- 
over position. In such persons there is an increase 
in the minute volume, blood pressure, and the trans- 
verse diameter of the heart (chiefly in the left 
ventricle). The phenomena present an analogy also 
to the findings of experiments on compression of the 
walls of the abdomen. The author cites the investi 
gations carried out by Frey who found the arteri«! 
pressure increased even after severance of both va 
gus and sympathetic nerves below the diaphragm. 

Franz (Z). 
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BLOOD; TRANSFUSION 


Kovtunovic, G.: The Survival of Blood (Ueber das 
Ueberleben des Blutes). Sovet. vrac. Gaz., 1933, 
i/ii, 

The author believes that the term, “preserved 
blood” should be dropped altogether and the term, 
“surviving blood” substituted for it. According to 
the findings of various investigators, the life of 
erythocytes varies from twenty to one hundred and 
twenty days. As yet, no definite criterion of the 
viability of these cells has been recognized. We 
have only a certain indication of their death—hzmol- 
ysis. Blood which shows hemolysis should not be 
used. Blood which is kept in biological solutions 
(physiological salt solution, a solution made from 
seven parts of sodium chloride, five parts of sodium 
citrate, two-tenths parts of potassium chloride, 
four one-hundredths parts of magnesium sulphate, 
and distilled water to make up 1,000. This is used 
in a proportion of 1:2) survives for from six to eight 
days at a temperature between 15 and 30 degrees. 
In a 4 per cent solution of glucose with sodium ci- 
trate, blood survives at the same temperature for 
from fifteen to eighteen days. Epstein :Z). 


Boycott, A. E., and Oakley, C. L.: The Adjustment 
of the Blood Volume After Transfusion. J. 
Path. & Bacteriol., 1934, Xxxviii, 91. 


A short review of the literature is first presented. 
It has been generally believed that after transfusion 
of blood into animals, the increase in blood volume is 
soon corrected by the expulsion of plasma from the 
injected blood and the animal’s blood to provide 
space for the injected corpuscles. In experimental 
studies the authors found that after the injection of 
blood equivalent to from 40 to 80 per cent of the ex- 
isting hemoglobin, the resulting hemoglobin value 
was not as high as would be expected if the blood 
volume had returned to normal. 

In a subsequent series of experiments carried out 
by them rabbits were given transfusions of blood 
amounting to from 50 to roo per cent of their blood 
volume. Before the transfusion, the blood volume 
was estimated from normal standards and the total 
corpuscles, plasma volume, hemoglobin, plasma pro- 
tein, and plasma chlorides were determined. One, 
two, or three days later, the animals’ blood was 
washed out with warm citrate salt solution and the 
blood volume and the other determinations were re- 
peated. These experiments showed that there wae 
an increase in blood volume equivalent to the num- 
ber of corpuscles injected. The plasma volume after 
the transfusion was practically the same as before. 
The authors therefore concluded that the volume to 
which the animal adjusts its blood is determined by 
the plasma volume rather than by such factors as 
concentration and viscosity. There was no evidence 
of red cell destruction. An average of 80 per cent of 
the serum protein injected disappeared from the 
blood after transfusion. The blood and plasma 
chlorides acted similarly. | Howarp L. Att, M.D. 
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Keusenhoff, W.: Accidents in Blood Transfusions 
(Zwischenfaelle bei Bluttransfusionen). Zentralbl. 
f. Chir., 1933, p. 562. 

In spite of all precautionary measures, there are 
occasional cases of injury from blood transfusion in 
which the complication is not explained satisfac- 
torily by the donor’s blood and therefore no certain 
protection against it is possible. The author reports 
one such complication which occurred in about 200 
transfusions done in the last year and a half. Milder 
complications, manifested by subacute symptoms 
such as chills, fever, and mild, transitory jaundice, 
have also been seen by the author occasionally, but 
they are not important. 

Recently Keusenhoff saw another severe reaction 
after a transfusion which was done for an acute, 
severe intestinal hemorrhage. A compatible donor 
of the same group (A) was used and 1,000 c.cm. of 
blood were transfused with considerable salt solu- 
tion. Preliminary biological tests were negative. 
The transfusion of 100 c.cm. of blood was followed 
by severe tenesmus, precordial pain, suffocation, 
and vomiting. The vomitus did not contain blood. 
A transfusion reaction was suspected, but the symp- 
toms might have been due to the very severe hemor- 
rhage. As the patient was still bleeding profusely 
and had become unconscious, transfusion was indis- 
pensable and therefore more blood was injected 
slowly. The manifestations slowly subsided and the 
patient showed considerable improvement. On the 
following day jaundice developed and erythrocytes, 
granular casts, and oxyhemoglobin appeared in the 
urine. Therefore, although the donor belonged to the 
same blood group, hemolysis had occurred. Never- 
theless the severe hemorrhage stopped and did not 
re-appear. The icterus faded rapidly, and on the 
second day after the transfusion the urine became 
normal. In another group determination, which was 
made with indirect test-serum examination and the 
roentgen test (crossed agglutination), Group A was 
found on both sides. The author suggests that the 
disturbances may have been due to the transfusion 
of too much blood or to an agglutination titer of the 
donor’s blood which was too high for the patient 
who had been jeopardized by the enormous hemor- 
rhage. 

Another severe reaction occurred in the case of a 
sixty-two-year-old man who was seriously ill with 
chronic pernicious anemia. The hemoglobin was 
35 per cent, the erythrocyte count was 1,570,000, 
recent punctate hemorrhages had occurred on the 
legs, and the stools contained blood. The blood 
group was found to be o. After a satisfactory bio- 
logical test, 1,000 c.cm. of blood were transfused 
from a donor of the same group without untoward 
symptoms. However, in the evening the patient had 
chills, a temperature of 40.2 degrees C., and cloud- 
ing of the sensorium. After two days the condition 
was improved, the hemoglobin content of the blood 
was 55 per cent, and the erythocyte count was 
2,360,000. The patient was discharged sixteen days 
after the transfusion. Eight months later he was 
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re-admitted because of increasing fatigue. The 
hemoglobin was then 4o per cent, the erythocyte 
count was 1,880,000, and the picture presented was 
that of typical pernicious anemia. After prelimi- 
nary typing (0), a transfusion from another donor of 
the same group was given. Seven hundred and fifty 
cubic centimeters of blood were transfused without 
reaction. That evening the patient became delirious 
and had a fever of 40 degrees C., but on the following 
day his mind was entirely clear, he was free from 
fever, the urine was negative, and the hemoglobin 
was 65 per cent. T'wo months after his discharge he 
was admitted again because of increasing weakness. 
The hemoglobin was then 30 per cent and the 
erythrocyte count 1,350,000. A transfusion of 
950 ¢.cm. from a donor belonging to Group O was 
given without causing a reaction, but at noon the 
patient had chills and a temperature of 40.2 degrees 
C. On the following day his temperature was normal 
and the urine negative. Jaundice appeared on the 
second day, but disappeared again after four days. 
The hemoglobin was 30 per cent and the patient 
was becoming more exhausted. After ten days an- 
other transfusion of 1,000 c.cm. was made from the 
same donor. The preliminary test was good and no 
reaction occurred during the transfusion. However, 
at the end of an hour the patient had chills and a 
temperature of 39.3 degrees C. Later he collapsed 
with a small pulse and cyanosis. The urine was dark 
red and contained oxyhemoglobin and granular 
casts. Death occurred on the following day with 
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increasing circulatory weakness. Permission for au- 
topsy was refused. 

This patient was doubtless a very poor risk. The 
first two transfusions were followed by some im- 
provement, but the third had no beneficial effect. 
There was certainly no error in the typing. In the 
third and fourth transfusions the same donor was 
used and therefore the direct test was not made. 
Only the hemotest examination and the biologica! 
test were done. Perhaps the omission of the direct 
test may explain the hemolysis. Trauen observed 
sudden incompatibility of the donor’s blood after 
repeated transfusions from the same donor. This 
suggested the possibility that the earlier transfusions 
produced in the recipient immune antibodies against 
individual and group substances in the donor’s 
blood which were injurious. This injury may be 
avoided by crossed agglutination. Many advise 
changing donors in repeated transfusions. Perhap- 
the volume of the transfused blood also played a role 
Very large blood transfusions are not necessary, 
especially in cases of chronic hemorrhage and dis 
eases of the hematopoietic system. In such cases it 
is better to give frequent small transfusions. Carefu! 
blood-group determinations are essential. The direct 
test should also be carried out as it reveals errors in 
the indirect examination. With repeated use of the 
same donor the characteristics of the serum must be 
determined each time. However, it is better to use 
another donor. The amounts of blood transfused 
should be small. Ericu Hemet (Z). 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Van Allen, C. M., LaField, W. A., and Ross, P. S.: 
The Roentgen Diagnosis of Atelectasis, with 
Special Reference to the Ground-Glass Shadow 
and the of Pulmonary Shrinkage. 
Radiology, 1934, xxii, 27. 


Because of the disagreement with regard to the 
definition of atelectasis and the absence of pathog- 
nomonic signs, the roentgen diagnosis of the condi- 
tion has not been entirely satisfactory. 

Atelectasis is defined as a totally airless state of 
either a part or all of the lung, with collapse of the 
small airways and alveoli. This definition applies to 
the three recognized types of the condition, namely, 
the congenital, the obstructive, and the compressive. 

Recently the term ‘‘atelectasis”’ has been used to 
include various states in which the pulmonary tis- 
sues are partially air-containing, the collapse not 
being complete, or in which the alveoli are filled with 
exudate and are not collapsed. 

Pneumonia and atelectasis should not be confused 
although areas of atelectasis may develop in the 
course of pneumonia when bronchi become plugged 
by the viscid exudate. Pneumonia is more prone to 
develop in areas of obstructive atelectasis that are 
contaminated with pneumococci than in a similar 
normally aérated lung. 

Areas of hypoventilated lung should not be classi- 
fied as atelectasis as they carry on a definite, though 
decreased, respiratory exchange, while atelectatic 
tissues are wholly without external respiration. 

The characteristic roentgenographic signs of 
atelectasis are produced by the reduction in size of 
the affected tissue. The diaphragm on the affected 
side is elevated and part or all of the mediastinum is 
displaced toward the involved side. At times the 
intercostal spaces on the atelectatic side are nar- 
rowed while those on the other side are widened. 
The spine may show scoliosis with the concavity 
toward the lesion. During respiration the affected 
side moves less, and the opposite side more, than 
normally, as evidenced by the excursions of the ribs 
and diaphragm. The mediastinum moves toward the 
side of the lesion on inspiration, and away frorn it on 
expiration. 

Bilaterally symmetrical atelectasis produces none 
of the displacements described. 

These roentgenological features of atelectasis are 
quite generally agreed upon, but there is considerable 
variation in the interpretation of the shadow cast 
by the pulmonary tissues themselves. The lung 
shadows have been variously described as homo- 
geneous, mottled, streaked, slightly hazy, and ex- 
tremely opaque, but no one has made use of these 


variations to differentiate the types of atelectasis or 
to distinguish atelectasis from other conditions pro- 
ducing increased density of the lung. 

All of these signs have been found in other pul- 
monary diseases. Wu found diaphragmatic elevation 
in 55 per cent and mediastinal displacement in 12 
per cent of cases of pneumonia. Manges and Packard 
point out that fibroid pulmonary tuberculosis pro- 
duces findings similar to those in obstructive 
atelectasis. 

The authors determined to search for a means of 
more accurate diagnosis between atelectasis and 
other lesions causing pulmonary consolidation. 

The term ‘atelectasis’? was used to denote com- 
— airlessness and alveolar collapse, massive or 
ocal. 

First, roentgenograms of excised dog lungs in 
which atelectasis had been produced by obstructing 
a bronchus were made and compared with roent- 
genograms of the same lungs after they had been 
artificially reinflated. Next, roentgenograms of fresh 
atelectatic human lungs of all types obtained at 
autopsy were made, studied, and checked by histo- 
logical examination. Then roentgenograms of the 
chests of living human subjects presenting these 
lesions, determined by careful clinical observation, 
were made. The lung shadows of the three groups 
were studied and compared as to composition. 

It was found that the lung shadow was completely 
homogeneous only when the lung tissue was entirely 
free from air. Even an extremely small amount of 
air, detectable only by microscopy, is plainly re- 
vealed by roentgenography. 

A completely airless lung consistently gives a 
homogeneous “‘ground-glass” shadow if (1) the 
dosage of X-ray is sufficient to penetrate the tissues 
and demonstrate their radioconsistency, and (2) the 
shadow of the lesion is large enough to permit dis- 
cernment of its consistency. - 

The other common consolidations of the lung 
which are confused with atelectasis cast a definitely 
heterogeneous shadow because of the presence of 
residual air. While a few other lesions present the 
ground-glass shadow of complete airlessness, these 
can usually be distinguished readily by other signs. 

The relative sizes of affected lobes is of impor- 
tance. Measurements by Wang and Van Allen 
show that a completely atelectatic lobe is very much 
smaller than normal during both inspiration and ex- 
piration. In pneumonia the affected lobe is of about 
normal size during expiration but much smaller than 
normal during inspiration. Wu has shown a high 
position of the diaphragm on the side of a pneumonic 
lesion during inspiration but never on expiration, 
while in atelectasis the diaphragm is high during 
both phases of respiration. 
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The ground-glass shadow is constant in atelectasis 
unless shadows of irregular density are superimposed 
upon it. In massive atelectasis the area of even 
density is easily seen. In focal atelectasis the areas 
may be so small as to be obscured, but the charac- 
teristic evidences of visceral displacement are con- 
stant. 

In pneumonia, the roentgen shadow of the lung is 
always heterogeneous because of the presence of air, 
and visceral displacements due to reduction in the 
size of the lung are absent or limited to the inspira- 
tory phase. 

A tuberculous lung also gives a heterogeneous 
shadow except in caseous areas which are usually 
small. Small scattered tuberculous lesions may be 
difficult to differentiate from focal atelectasis espe- 
cially if visceral displacements occur at both inspira- 
tion and expiration, as may be the case in fibrous 
tuberculosis. Under such conditions focal atelectasis 
can usually be ruled out as it rarely occurs so chroni- 
cally as tuberculosis. If the lung is compressed by 
pneumothorax it may be impossible to distinguish 
focal atelectasis from tuberculosis. 

Hemorrhagic infarcts produce a mottled shadow 
although they may cause visceral displacements after 
fibrous shrinkage. 

Pulmonary hypoventilation can be distinguished 
from atelectasis by absence of the ground-glass 
shadow. 

An extrapulmonary mass encroaching upon the 
lung field produces a ground-glass shadow unless 
lung tissue overlays it, but the visceral displacements 
are usually not characteristic. 

When massive atelectasis and another consolida- 
tive lesion occur in the same part of a lung the 
ground-glass shadow of the atelectasis obscures the 
other lesion unless calcified areas or air-containing 
cavities are present. 

In neoplasms of the lung associated with obstruc- 
tive or compressive atelectasis the shadows of the 
two lesions are indistinguishable. In the obstructive 
type visceral displacements may be present, but in 
the compressive type they are absent. 

Mary E. Matues, M.D. 


ANZSTHESIA 


| C.: The Present Status of Ethylene. J. 
. M. Ass., 1933, ci, 1716. 


ce author states that undue publicity given the 
explosive hazard of ethylene is unfortunate as it may 
deprive patients, surgeons, and anesthetists of a 
most valuable anesthetic agent. The minimum 
amount of ethylene in air that is inflammable is 
3-02 per cent. Tests have shown that explosions can 
occur only in the dangerous area, 1 ft. above the 
mask and 2 ft. to the side of the exhalation valve. 
Safety in the use of ethylene may be obtained by 
removing sources of ignition such as open flames and 
cauteries. To prevent electrostatic explosion the 
hospital with which the author is connected has 
perfected a plan to ground all objects on which a 
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charge may exist. At first, a large sheet of steel was 
placed on the floor for this purpose. Later, the floor- 
ing was changed to cloisonné terrazzo with brass 
strips. All operating room furniture is equipped with 
several small brass chains long enough to drag on the 
floor. Since these precautions were taken no indi- 
cation of explosion has been seen in over 20,000 
anesthesias. 

The author believes that ethylene possesses dis- 
tinct advantages over all other anesthetics, especially 
when it is combined with local infiltration in pelvic 
operations and operations on the upper part of the 
abdomen. GeorcE R. McAuttrr, M.D. 


Angelesco, C., and Tzovaru, S.: Considerations on 
the Mortality in 120,000 Spinal Anzsthesias 
(Quelques considérations sur la mortalité dans 
120,000 rachianesthésies). Presse méd., Par., 1933, 
xli, 1904. 

This article is based on data collected by 22 
Roumanian surgeons in 3 university centers and 9 
provincial clinics. The authors point out that spinal 
anesthesia has definite indications and contra-indi- 
cations. They list the contra-indications as follows: 
(1) massive hemorrhage, shock, and anemia, (2) 
heart lesions with poor compensation, (3) hypoten- 
sion, (4) acute toxemias (intestinal obstruction 
with toxemia and hypotension; uremia), and (5s) 
septicemia. 

The statistics reviewed include all deaths that 
have occurred during the time that spinal anesthesia 
has been used. The number of deaths was greatest 
in the beginning when the contra-indications were 
less clearly understood and the technique was not so 
good as it is today. Exact determination of the 
mortality of spinal anesthesia is difficult because 
of the different techniques used by the surgeons in 
different localities. In 222,467 cases of spinal anzs- 
thesia collected by Forgue and Basset in 1928 from 
all over the world, there were 169 deaths. 

In the 120,037 cases reviewed by the authors, 
which represent the combined figures of 22 surgeons, 
there were 38 deaths (1 death in each 3,158 cases) 
In 33 cases the causes of death were as follows: 
cardiovascular collapse, 23 cases; meningitis, 5 
cases; respiratory failure, 4 cases; and cystitis, 1 
case. The time of death in these 33 cases was as 
follows: at the end of the intraspinal injection, 7 
cases; during the course of the operation, 12 cases; 
within twenty-four hours, 7 cases; and after twenty- 
four hours, 7 cases. 

The mortality was no higher, if it was not lower, 
than that of chloroform anesthesia. In a series of 
826 spinal anesthesias induced in children from four 
to five years of age which were recently reported by 
Balacesco there were no deaths. 

If the contra-indications are considered carefully 
in each case and the patient is watched not only 
during the operation but at least twenty-four hours 
afterward so that adrenalin, ephedrine, lobeline, or 
carbon dioxide may be administered promptly, the 
mortality can be kept very low, particularly since 
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less toxic anesthetic substances have come into 
common use and ephedrine is given to prevent 
hypotension. - Marsu W. Poote, M.D. 


Bakay, L.: Local Anesthesia in Surgery (Die 
oertliche Betaeubung in der Chirurgie). Orvosképzés, 
1933, XXiii, 586. 


This is a report of experiences in the induction of 
17,000 local anesthesias in the author’s clinic. 

Novocain is the least injurious of the cocaine 
derivatives. Its wide use is based on the fact that 
Braun began his experiments with this preparation. 
The author has returned to the use of novocain 
after numerous experiments. With regard to the 
recent constant increase of propaganda for novo- 
cain substitutes, the author states that such sub- 
stitutes should be used only if they possess advan- 
tages over novocain in all respects or serve better 
for some particular purpose. Percain has the great- 
est anesthetic power with the longest duration. It 
is readily sterilized and is bactericidal. On the 
other hand, it is more toxic and causes more local 
tissue damage than novocain. Pantocain is no more 
toxic than novocain, is readily sterilized and com- 
bined with adrenalin, and causes minimal tissue 
irritation, but its anesthetic action is slower, and it 
increases the tendency to bleed in the field of opera- 
tion. Novocain produces no serious toxic manifes- 
tations, and causes only transitory cerebral anemia, 
palpitation, and vomiting in the cases in which, for 
some reason, it enters the circulation. ‘Tissue dam- 
age is sometimes seen after the use of novocain- 
adrenalin solutions, but it is superficial and limited 
chiefly to the margins of the wound. In some cases 
an idiosyncrasy of the patient such as a tendency 
toward angiospasm must be considered. 

In the author’s material it was found that when 
local anesthesia was used the incidence of pul- 
monary complications was reduced and the pul- 
monary complications which developed were much 
less severe. With regard to the incidence of throm- 
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bosis and embolism, it was noted that of 9,829 opera- 
tions performed between 1915 and 1922, throm- 
bosis occurred in 8 (0.08 per cent) and fatal pulmo- 
nary embolism in 2 (0.02 per cent), whereas of 8,688 
operations performed between 1923 and 1927 throm- 
bosis occurred in 39 (0.44 per cent) and embolism in 
11 (0.12 per cent). During these periods the relative 
frequency of the use of general and local anwsthesia 
remained unchanged. Fatal embolism occurred most 
often after hernia operations, all of which were done 
under local anesthesia. It was next most frequent 
after extensive operations for varicose veins, all of 
which were done under general anesthesia. The 
author agrees with Finsterer that the so-called 
operative shock following laparotomies performed 
under general anesthesia never occurs when local 
anesthesia is used and therefore a toxic action must 
be ascribed to the narcosis. After prolonged oper- 
ations, acidosis occurs also after local anesthesia. 

Premedication with hypnotics does not decrease 
the value of local anesthesia. Nevertheless, the 
author abandoned the use of scopolamine many 
years ago because it lowers the blood pressure. 
Recently, good results have been obtained with 
scopolamine-eucodal-ephetonin. Basic narcotics, 
with the exception of pernocton, are also used. 

A needle devised by the author for splanchnic 
anesthesia is described and shown in an illustration; 
also a needle for infiltration of the abdominal 
wall. Contrary to many surgeons, Bakay has noted 
no inadequacy of paravertebral anwsthesia. How- 
ever, he states that a certain skill is required for 
conduction anesthesia. After the abdominal cavity 
has been opened the pelvic organs are anwsthetized 
by injecting the solution into the triangle between 
the left and right common iliac veins. In this way 
the conduction of the presacral nerve and the hypo- 
gastric plexus is interrupted. 

An important advantage of local anesthesia is 
more careful handling of the tissues during operation. 

Von LoBMAYER (Z). 
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Delling, S.: Roentgen Therapy of Inflammatory 
Lesions in the Region of the Face (Die Roent- 
gentherapie entzuendlicher Erkrankungen im Be- 
reich des Gesichts). 1933: Leipzig, Dissertation. 

During the nineteenth century it was generally be- 
lieved that especially large and painful furuncles and 
most fluctuating furuncles of the face as well as of 
other parts of the body should be incised, whereas 
the smaller ones should be brought to ripening by 
conservative measures such as the application of 
clay and acetic acid compresses. During the last 
decades, however, incision has been abandoned espe- 
cially in cases of furuncles of the face, and conserva- 
tive treatment (the passive hyperemia of Bier, the 
injection of autogenous blood as recommended by 
Laewen, parenteral injections of protein, vaccine 
therapy) has been used instead. Also, soon after 
their discovery, the X-rays were employed with suc- 
cess in the treatment of furuncles (Morton, 1904; 
Evler, 1907) and their application was recognized 
as a useful, favorable method as early as 1914 
(Schmidt). This treatment is followed by general, 
quick softening and rapid subsidence. According to 
Schreuss (1920), irradiation is of great importance 
also in the prevention of recurrences. 

On the basis of an experience of years, Heidenhain 
and Fried in 1924 recommended X-ray irradiation 
for the treatment of pyogenic infections of all types. 
In furuncle of the face one irradiation is usually suffi- 
cient to cause central softening of the focus of infec- 
tion and subsidence of the cedema. Of fourteen cases 
of furuncle of the face which had not been treated 
previously, seven reacted excellently. In seven 
others a good result was distinctly evident. Death 
occurred only in two cases in which an operation had 
been performed previously elsewhere. The minimal 
superficial dose was 1o per cent, and the maximal 
superficial dose was 25 per cent, of the skin-ery- 
thema dose, but the authors believe that 20 per cent 
of the skin-erythema dose is most dependable. 
Emmerich obtained healing of furuncles of the face 
at the latest after three or four days by irradiation 
with one-tenth of the skin-erythema dose with the 
use of a hard filter. In 1930, Fried recommended 
110 ras the average dose. He irradiates from one to 
three times at intervals of from six to eight days, 
using a filter of o.5 mm. of zinc or copper plus from 1 
to 5mm. of aluminum. He claimed successful results 
in 95.5 per cent of cases of furuncles of the face. A 
successful result consists of subsidence of the pains, 
improvement of the general condition, and resorp- 
tion or accelerated resolution of the focus of infec- 
tion. These results have been confirmed by many 
roentgenologists (Lukowsky, Berndt, Kramer, Kalk- 


brenner, Abbati, Leucutia, Buzello). Otto has used 
considerably larger doses (350 r with a filter of 3 mm. 
At.) with good results. In addition, careful nursing 
and protective therapy are necessary, as was empha 
sized especially by Kingreen and Holfelder. 

Heidenhain, Schueller, and Desjardin have found 
early irradiation most successful, whereas Schreuss 
believes that the best results are obtained only when 
the treatment is given in the stage of full ripening, 
i.e., eight days after the beginning of the infection. 
Knoflach obtained the best results from irradiation 
during the stage of inflammatory infiltration. Light 
and Sosman believe that the sixth day is the mos| 
favorable time for the treatment. 

Of twenty-nine cases of carbuncle, Otto obtaine:! 
good results in twenty-seven. In two cases of car 
buncle of the temple the effect of the treatment ap 
peared to be unfavorable (large central necroses. 
prolongation of sloughing, and delay of healing). 
According to Seemann, a trial with irradiation 
therapy should be made routinely in cases of furun 
cles, especially furuncles of the face, as long as no un 
usual circumstances demand immediate operation. 
In the Roentgenological Institute of the Surgical 
Clinic of the University of Leipzig irradiation with 
hard filtration was given in one or two sittings at 
intervals of from one to six days. The dose was 
usually 30 per cent and occasionally from 40 to 50 
per cent of the skin-erythema dose. Twenty-six pa- 
tients with mild or severe furuncles of the face were 
treated. In addition to the X-ray irradiation and the 
general measures, heat was applied by means of the 
Sollux lamp and covering with an inactive or a mil 
rubefacient ichthyol salve was used. Under this 
treatment, incipient furuncles were always re- 
absorbed, the pain was quickly relieved, and the 
temperature fell to normal in from twenty-four to 
forty-eight hours. The irradiation had no untoward 
effects. In a large number of cases the healing 
process seemed to be definitely accelerated. Whilc 
recurrences were not prevented, their re-absorption 
was brought about quickly by early renewed irradia- 
tion. Of twenty-six cases, rapid, complete healing 
resulted in seventeen and a distinctly favorable in- 
fluence was apparent in five. In four (one of dia- 
betes) the condition was influenced only slightly. 
One patient with a carbuncle of the upper lip diced 
from pyemia three days after the irradiation. 

The incidence of successful results is given |y 
Heidenhain as 97 per cent; by Seemann, as 100 per 
cent; by Lukowsky, as 70.6 per cent; by Light, as 02 
per cent; by Fried, as 95.5 per cent; and by Baensch 
as 84 per cent. 

In conclusion the author describes experiments 
carried out to study the biological course of healing 
under X-ray irradiation. Artaur Hintze (Z). 
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RADIUM 


Holthusen, H.: Comparative Researches on the 
Action of Radium and the Roentgen Rays 
(Vergleichende Untersuchungen ueber die Wirkung 
von Roentgen- und Radiumstrahlen). Strahlenther- 
apie, 1933, xlvi, 273. 

In a comparison of the action of roentgen and 
radium rays three variables must be especially con- 
sidered: the different wave lengths, the duration of 
the action of the rays, and the spatial distribution 
of the doses. So long as it was impossible to measure 
the gamma rays, like the roentgen rays, in r units, 
the doses of roentgen and radium rays capable of 
producing the same amount of injury to the cells of 
ascaris eggs were used as the basis of comparison of 
erythema production. Scarcely any difference was 
found in the degree of erythema produced by doses 
which had shown the same cell-injuring action in 
the experiments. After it became possible to meas- 
ure the gamma rays in r units with the aid of a 
photographic method, comparative experiments 
could be made on this basis. 

While the erythema from roentgen irradiation was 
more distinct at first, the erythema from the third 
wave of radium was about 20 per cent more marked. 
Observations of the epilatory action showed a slight 
advantage in favor of radium. Experiments on 
ascaris eggs showed almost equal results with 
roentgen and radium rays, with a hardly appre- 
ciable difference indicating that the effect of radium 
was the stronger. When roentgen rays were used, 
an influence on the course of the injury curve from 
quanta of various sizes could not be established. 
No difference in the action of quanta of different 
sizes could be found even when this was investi- 
gated in the smallest spaces, in the chromosomes of 
the cell. The form of the injury pictures remained 
the same whether the ascaris eggs were treated up to 
the same degree of injury with beta, roentgen, or 
gamma rays, whereas a marked difference between 
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the action of ultraviolet and roentgen rays was 
noted. The experiment therefore provided no basis 
for the assumption of a difference in the mode of 
action of radium and roentgen rays. The action is 
quantitatively proportional to the number of 
electrons formed. However, the time of application 
of the doses is of great importance. 

The total doses which lead to erythema when the 
afflux is from 0.5 to 500 r per minute are reported. 
Curves for the production of the erythema of epi- 
dermitis sicca, the tolerance dose, and the epilation 
dose are presented. The less the intensity of the 
irradiation, the larger the dose essential for the 
production of erythema. Whereas tolerance, ery- 
thema, and epilation doses approach one another 
more and more closely with high intensities, they 
run far apart with decreasing intensities. The epila- 
tion curve is the flattest. Cumulation is greatest in 
the hair papilla. A further illustration shows how 
these curves would meet with Mutcheller’s dose in 
infinity. It is important that the doses producing 
erythema and connective tissue injury deviate to 
the same degree as the epilation and erythema 
doses. This deviation is responsible for the change 
in the quality of the action of the irradiations with 
the intensity. What applies to protraction applies 
fundamentally also to fractioning. 

From clinical observations it may be presumed 
that continuous irradiation with low intensity gives 
the best therapeutic results. On the other hand, the 
disadvantage of the non-homogeneous spatial dis- 
tribution of the dose of radium is of great advantage. 
It permits the administration of extremely large 
doses to very small areas. The great advantage of 
radium lies in the possibility of spatial concentra- 
tion of the action of the rays and contact irradia- 
tion in addition to the possibility of continuous 
irradiation with low intensity. The determination 
of the best temporal conditions for influencing the 
disease focus will yield the best results. 

Brawn (Z). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Tittel, D.: The Development of So-Called Caries in 
Teeth in Dermoid Cysts of the Ovaries (Ueber 
die Entstehung der sogenannten Caries an Zaehnen 
in Dermoidcysten der Ovarien). Vjschr. Zahnheilk., 
1933, Xlix, 299. 

From his studies the author draws the following 
conclusions: 

1. Defects of the crowns of teeth found in dermoid 
cysts of the ovaries are not due to true caries, but 
are phenomena of resorption. 

2. With regard to the genesis of these resorption 
phenomena there is no difference between a tooth 
found in a dermoid cyst and a tooth in the mouth. 
In both, there are mesenchymal reactions which 
under physiological conditions (milk teeth) and 
pathological conditions (retention) cause the hard 
substances of the tooth to undergo resorptive 
softening. 

3. The theories previously advanced to explain 
the resorption processes occurring in oral teeth (the 
so-called inflammatory theory, the foreign body 
theory, and the implantation theory) must be re- 
jected as explanations of the causal genesis of these 
phenomena. They are insufficient to explain the re- 
sorption processes observed in either oral teeth or 
teeth found in dermoid cysts. 

4. Wherever a tooth is formed, resorption proc- 
esses occur when the physiological equilibrium be- 
tween the mesoblast and the parablast is disturbed 
unfavorably for the parablast. A possible cause of 
resorption processes in a tooth contained in a der- 
moid cyst is a dystrophy of the parablast setting 
up the tissue reactions of the vascular connective 
tissue which cause disintegration of the hard sub- 
stances of the tooth. 

5. According to the findings of histological 
examination, the resorption processes occurring in 
a tooth contained in a dermoid cyst occur before 
penetration of the tooth into the lumen of the cyst. 
Therefore the decalcifying action of the acids present 
in the cyst contents cannot be the primary cause of 
the defect. The possibility that decalcification so 
produced may act secondarily to enlarge a defect 
already present must be admitted theoretically, but 
in the case reviewed this action was not observed. 

Hans O. NeuMANN (G). 


Mankin, W. R., and Welsh, A. M.: The Chemical 
Analysis of New Growths Correlated with Their 
Pathological Examination. Med. J. Australia, 
1933, ii, 718. 

The author determined the sodium potassium, 
calcium-chloride, and nitrogen content of neo- 


plastic tissue to see whether an outstandingly high 
concentration of any one or all of these ions occurred. 
The pathological nature of the various new growths 
was carefully determined by both qualitative and 
quantitative methods. Small pieces of the tumor 
tissue were embedded and sectioned and the re- 
mainder used for chemical analysis. By cutting 
sections of uniform thickness and then counting 
from 50 to 100 fields in each section, the percentage 
of tumor tissue could be determined fairly accurate- 
ly. As the growing neoplasm is accompanied in its 
growth by various other tissues, such as vascular 
stroma and inflammatory tissue, the non-neoplastic 
tissue must be considered in the estimation of the 
amount of tumor tissue. Further difficulties are 
encountered when it is desired to compare the re- 
sults of chemical analysis of neoplastic tissue with 
those of chemical analysis of corresponding normal 
tissue. The epithelial new growths cause the least 
difficulty in this respect because they arise from an 
already highly specialized tissue. Sarcomata fre- 
quently arise from connective tissue. 

The second part of the article gives a summary of 
work done in recent years which indicates that the 
ions under discussion have a very definite physico- 
chemical réle modifying the properties of the 
organic matter of the cell. The colloidal protoplasm 
of the cell is able to re-create its complex chemical 
structure and also to change its composition with 
reference to a basic element such as nitrogen. After 
reviewing the colloidal chemistry of the cell, the 
author states that to a large extent the properties of 
a living tissue depend on the types and concentra- 
tion of salts, both within and outside of the cell, 
but at present we cannot know what proportion of 
ions is within and what proportion is outside. It is 
possible to give only an analysis of the tissue as a 
whole, together with its pathological analysis, 
which indicates the varying types of tissue present 
in the specimen examined. Increased cellularity in 
general is accompanied by an increased potassium 
content, a fact substantiating the view that potas- 
sium is contained mainly in the cells of the tissue. 
The more rapidly growing tumors tend to have a 
higher concentration of potassium than the more 
slowly growing tumors. Likewise, tumor cells show 
an increased concentration of nitrogen. In the 
mineral content of individual tumors of different 
types and of the same type a marked variation is 
found. In the series of breast tumors, the sodium 
and chloride content are approximately the same in 
individual cases. 

The amounts of chloride, potassium, calcium, 
sodium, and nitrogen and the proportions of tumor 
cells, fibrous tissue, and other types of cells in vari- 
ous kinds of tumors are given in tables and the 
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pathological findings in 29 cases are summarized. 
CLARENCE C. REEp, M.D. 


Murray, J. A.: The Bearing of the Experimental 
Induction of Cancer on Our Conceptions of 
Its Nature and Causation. Glasgow M. J., 1934, 
Cxxl, I. 


The author has confirmed the work of Jensen 
which indicates that if the cells of newly transplanted 
tumor material are disintegrated before their intro- 
duction, no growths are produced. This observation 
supports the theory that parenchyma cells consti- 
tute the essential part of a malignant new growth, 
and that the peculiar properties of the tumor are due 
to cellular differences between the parenchyma cells 
and the corresponding normal cells of the body. 
Whether the growth is a mammary carcinoma, a 
squamous-cell carcinoma of the skin, or a spindle- 
cell, a melanotic, or a mast-cell sarcoma, each strain 
remains distinct in structure, cell form, and rate and 
habit of growth. 

No structural or functional difference has been 
found which separates malignant new growths defi- 
nitely from the corresponding normal tissues of the 
body. The difference is that of behavior which is 
progressive growth continuing as long as the bearer 
lives and, as transplantation experiments show, is 
apparently unlimited. The peculiarities of behavior 
of new growths and their emancipation from the 
control which holds the elements of the body to- 
gether as a fairly harmonious whole may be brought 
about by the combined action of more than one 
functional derangement working together to produce 
effects greatly in excess of the sum of their individual 
consequences. M. HERBERT BARKER, M.D. 


DUCTLESS GLANDS 


Kennedy, F. S., and Fisher, J. H.: Syphilis of the 
Pituitary Body. Am. J. Syphilis, 1934, xviii, 12. 
The authors report a case of syphilis of the pitui- 
tary body discovered in the course of a routine 
autopsy procedure. The subject was a woman fifty- 
eight years old who had suffered from acquired 
syphilis manifested by positive physical and sero- 
logical findings over a period of years. No clinical 
evidence of pituitary disease had been noted. Death 
occurred suddenly, and autopsy was performed three 
hours later. The surface findings at autopsy con- 
sisted of multiple healed cutaneous “tissue paper”’ 
scars over both arms and scattered diffusely over 
the trunk, and palpable right cervical, axillary, and 
inguinal lymph glands. The aorta showed a syph- 
ilitic aortitis. On section of the brain an extensive 
hemorrhage was found to have torn completely 
through the right internal capsule and to have ex- 
tended into, and filled, the right lateral ventricle 
with clotted blood. The right thalamus was partially 
torn across and displaced laterally into the lateral 
ventricle. The hemorrhage had torn through the 
septum lucidum, extending into the left lateral ven- 
tricle. The pituitary body was not weighed. It 
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appeared to be of normal size and contour. Grossly, 
no abnormalities were noted. There was no dis- 
tortion of the sella turcica. 

Microscopic examination revealed syphilitic aor- 
titis and gummata of the liver and pituitary body. 
Approximately, one-third of the anterior lobe of 
the pituitary body was involved by a gummatous 
process. This consisted of numerous miliary gum- 
mata, most of which were conglomerate, forming 
confluent areas of newly formed tissue. ‘Toward the 
periphery of the lesion, however, small isolated 
gummata were observed. The lesions extended to a 
point near the pars intermedia, but the pars inter- 
media and posterior lobe were not involved. At one 
point the gummatous process extended outward 
almost to the capsule. However, the capsule was 
intact. The gummata were composed of collections 
of epithelioid cells with no evidence of caseation. 
Narrow zones of lymphocytes surrounded most of 
the gummata. Many quite large, well-formed giant 
cells were found in the gummatous area. In the in- 
volved area nearly all of the acinar tissue had been 
destroyed and replaced by newly formed tissue 
which had increased the bulk of the pituitary body 
little, if any. 

As diabetes insipidus is the most common clinical 
manifestation of syphilis of the pituitary body, a 
Wassermann test of the blood and spinal fluid should 
be made in cases of diabetes insipidus. The next 
most common manifestation is the syndrome of 
dystrophia adiposa genitalis. Sometimes this has 
been present with diabetes insipidus. Various other 
clinical manifestations such as hypophyseal cachexia, 
special ocular signs, deformity of the sella turcica, 
hypotonia, symptoms of pituitary tumor, and mental 
disturbances such as agitated depressions and un- 
stable emotional reactions have been recorded. 
Syphilis of the pituitary body has frequently been 
associated with syphilitic lesions of the basal 
ganglia, spinal cord, and meninges. In congenital 
cases, infantilism and dwarfism have been ob- 
served. There may be an intimate relationship be- 
tween intranasal chancres and syphilis of the 
pituitary body. 

Thirty-six cases of acquired syphilis of the pitui- 
tary body which were confirmed by autopsy and 
nineteen cases in which the diagnosis was based on 
clinical findings only are reviewed from the liter- 
ature. Thirty-four cases of the congenital type were 
found. 

The treponema pallidum has very rarely been 
demonstrated in the pituitary body in cases of 
acquired syphilis. In cases of congenital syphilis it 
has been found there much more frequently. In 
the case reported by the authors no attempt was 
made to find it because the tissues were fixed before 
the syphilitic nature of the condition was recog- 
nized. Sections stained for the tubercle bacillus 
failed to show its presence. 

The importance of routine studies of the pituitary 
body at autopsy in all cases of syphilis is stressed. 

CHARLES Baron, M.D. 
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Belogorodskij, V.: The Clinical Features of the 
Parathyroid Glands According to von Oppel’s 
Material (Die Klinik der Epithelkoerperchen nach 
dem Material von Oppel). Vestn. Chir., 1933, 
Ixxxv/Ixxxvi, 23. 

This article is a short résumé of a quite large 
number (at least twenty-eight) reports of clinical 
investigations on the physiopathology of the para- 
thyroid glands which were carried out following the 
lead of von Oppel. The investigations began with 
measurements of the blood calcium in surgical tuber- 
culosis. Since in most of the cases a fall in the blood 
calcium was demonstrated, von Oppel tried to com- 
bat the fall by the subcutaneous implantation of 
bone. Special control experiments (Schmidt and 
Obrazcov) demonstrated that such implants cause 
an elevation of the blood calcium and therefore ex- 
plain the beneficial local and general effect of the 
Albee operation. Achutin and Andrejev determined 
that sepsis produces a marked disturbance of the 
calcium balance and parathyroid function. This ob- 
servation explains the use of calcium therapy in 
sepsis. In cases of fracture, Gusarov observed regu- 
lar changes in the blood-calcium which resulted in 
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delay of callus formation in hypoparathyroid and 
hypocalcemic conditions. Under such conditions 
injections of bone meal and parathyroid transplants 
have proved beneficial. In latent spasmophilia and 
fully developed tetany, bone implants and parathy- 
roid transplants have been employed with good re- 
sults by many of von Oppel’s pupils. Bone implants 
(boiled beef bones) may be used with good results 
also as prophylaxis in cases in which total extirpa- 
tion of the thyroid is done for carcinoma. 

Hypercalcemia, shown by von Oppel to be the 
cause of ankylosing polyarthritis, is being combated 
by him and his pupils by numerous parathyroidec- 
tomies. Although the ankylosed joints do not be- 
come movable again, the beginning stiffening is in- 
fluenced favorably. 

Von Oppel had assumed that parathyroid function 
is regulated by the adrenal hormone. Recent experi- 
ments have convinced him that injections of adrena- 
lin have no definite influence on the normal calcium 
picture. However, a low blood calcium will be regu- 
larly raised and an abnormally high blood calcium 
will be regularly lowered by such injections. 

N. Petrov (Z). 
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